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THE PREVENTION AND TREATMENT 
OF KETOSIS IN DIABETES * 
EDWIN L. RIPPY, M. D.7 
DALLAS, TEXAS 

In 1870, A. Trousseau was lecturing to 
a medical class in Paris. He was present- 
ing a patient, a thirty-six-year-old man 
obviously afflicted with severe sympto- 
matic diabetes in acidosis. In the courtly 
style of the day, he remarked: “Gentle- 
men, his glycosuria is of a bad kind, 
against which medical treatment cannot 
prevail. Whatever I do, the disease will 
resist my efforts .. . and ultimately prove 
fatal.” He described another case: “I pre- 
scribed 10 grains of levegated chalk to be 
taken daily . .. a restorative diet ... the 
inhalation of oxygen... he died two days 
after this.” 

Sir William Osler, in his text-book of 
1892, stated: “In children the disease 
(diabetes) is rapidly progressive and may 
prove fatal in a few days.” He added: 
“|. no drug appears to have a directly 
curative influence. Opium alone stands 
the test of experience as a remedy capable 
of limiting the progress of the disease.” 
Perhaps the most astute medical thinker 
of his day, Osler was obligated to add, in 
discussing therapy in a case of diabetic 
coma: “The coma is an almost hopeless 
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complication . . . 3‘c solution of sodium 
bicarbonate has been used intravenously, 
but the best that can be said is that it 
may give the patient a few more hours of 
complete consciousness.” 

In those days the disease, diabetes, was 
devastating. It was an abrupt killer in 
youth and a slow, insidious disabler in 
later years. It is almost needless to relate 
the incident which changed this tragic 
story into one of hope and promise. In 
1921, when the Toronto surgeon, Fred- 
erick Banting, and Charles Herbert Best, 
acting either on a strong scientific con- 
viction or a fine “hunch,” and profiting 
by the work done by those who preceded 
them, discovered insulin, a new day 
dawned for the victims of this malicious 
disorder. Opium, oxygen, chalk and talk 
were all to be relegated to the folklore of 
medicine. 

Insulin, a powerful, specific weapon, is 
possibly unsurpassed in its over-all sig- 
nificance by any discoveries before or 
since. The full dramatic impact of its 
therapeutic effect is best seen in the treat- 
ment of diabetic acidosis, in which in- 
stance a literally dying patient is returned 
not only to life but good health once again. 

There are several objectives in the 
treatment of diabetes: 

1. That the affected patient will at- 
tain and maintain vigorous health com- 
parable to that of the nondiabetic; 

2. That the patient shall be enabled to 
avoid the acute lethal complication of 
diabetes—acidosis or ketosis; and 
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3. That the patient, by long-term prop- 
er control, may hinder the progress of, or 
even possibly prevent, the “precocious 
senility” of atherosclerosis, with its con- 
sequent evil effects on the eyes, kidneys, 
heart, limbs, and other vital organs. 

It is the purpose of this discussion, 
however, to concern itself chiefly with the 
second objective named: that of the pre- 
vention and treatment of acidosis in dia- 
betes. 

Acidosis is a pathological condition in 
which the body fluids contain a relative 
excess of acidic ions and a relative de- 
ficiency of basic ions and is not peculiar 
to diabetes, being a result of a number of 
abnormal states, among which are: 

1. Ingestion of acid salts in excess, as 
ammonium chloride; 

2. Excessive muscular exercise 
the accumulation of lactic acids; 

3. Nephritis with the retention of acid- 
ic ions, particularly sulfate and phosphate; 

4. Infectious disease, severe burns, gen- 
eral anesthesia, pregnancy, starvation, de- 
hydration, and, lastly, the acidosis of dia- 
betes which will henceforth be referred 
to as “ketosis” and which may occur in 
similar form following ether or chloro- 
form anesthesia, or may be the result of 
the excessive metabolism of protein and 
fat in severe fevers. The ketosis of dia- 
betes has certain specific peculiarities, 
however, any one of which, if not treated, 
eventuates in stupor and finally coma, 
the reason for which is unknown. 
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The fundamental characteristic of ke- 
tosis in diabetes is an accumulation in the 
blood of significant quantities of ketone 
bodies, namely, beta-hydroxibuturic acid, 
acetoacetic acid, and acetone, and results 
when there is improper utilization of 
sugar with a consequent increase in the 
metabolism of fats and proteins to meet 
the energy requirements of the body, with 
a resultant greater production of ketones 
by the liver for distribution to the tissues 
for complete combustion. Progressive, un- 
treated ketosis in diabetes leads inevitably 
to death, and, I would suspect that it is 
detrimental to the entire diabetic state 
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either in its low grade chronic or acute 
form. 
PREVENTION 

It is to be emphasized at this point that 
ketosis in diabetes is in all instances a 
preventable catastrophe, coming on rela- 
tively slowly and giving ample early signs 
of its presence, which can be easily de- 
tected by the alert physician and patient 
alike. Fortunately, there has developed a 
great awareness on the part of all today 
of diabetes and rarely does one encounter 
the tragedy of an undiagnosed case of dia- 
betes which progresses to ketosis. All too 
often, however, a known diabetic under 
treatment will develop this complication 
as a result of either carelessness on the 
part of the physician or himself. Much 
has been said about the treatment of the 
dramatic ketonic coma, but I feel that per- 
haps not enough emphasis has been made 
upon the prevention of ketosis. Such pre- 
vention begins with the initial instruction 
of the diabetic patient. In recent years, 
I have become a very strict disciplinarian 
with diabetics and have abandoned the old 
optimistic statement that “You may live 
life as usual,” but rather have indicated 
that strong disciplines and certain rou- 
tines must be exercised. I believe in help- 
ing the patient to adopt a favorable atti- 
tude toward a new way of life; I think 
that he should be taught the principles as 
well as the techniques of diabetic control. 
I believe in the formal diet with meticu- 
lous instruction by a dietitian. I believe 
the patient should be thoroughly familiar 
with the various types of insulin and 
their specific timing. I further believe 
that a good diabetic patient should check 
a urine specimen for sugar 2 to 4 times 
a day (before each meal and bedtime) and 
should do a test for acetone in the urine 
at least once a day. The patient should 
be taught early concerning the possibility 
of ketosis and its dire consequence. 


SUCCESSIVE STAGES 
I like to think of diabetic ketosis as 
manifesting itself in three successive 


stages. Obviously, the earlier the detec- 
tion, the easier it is, by proper treatment, 
to reverse this vicious process. These 
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stages are: 

1. Preclinical phase in which the only 
manifestation is the presence of ketone 
bodies in the urine specimen which re- 
flects, of course, the increase of these 
poisonous bodies in the blood stream. Ke- 
tonuria may be present with heavy glyco- 
suria, or it may be present without sugar 
in the urine if the food intake has been 
inadequate. This stage may be transient 
or may be semichronic; is _ basically 
asymptomatic and may be picked up only 
by routine tests for ketones in the urine 
specimens. 

2. Clinical ketosis, manifested by gly- 
cosuria, ketonuria, with gradually pro- 
gressing symptoms of polydipsia, polyuria, 
with later abdominal cramping and vomit- 
ing and an objective appearance of de- 
hydration and apathy. 

3. Ketosis with stupor, or actual coma. 
The appearance of the patient in this in- 
stance is characteristic: there is usually 
deep Kussmaul breathing, soft eyeballs, 
flushed face, dehydration, characteristic 
odor of acetone on the breath, and a state 
of confused consciousness, varying from 
stupor to complete coma. 

CAUSES 

The causes of ketosis in diabetes are 
several and in general may be listed under 
the following headings: 

1. Undiagnosed diabetes, particularly in 
infants and youth, in which either the 
patient has not been alerted to the pre- 
ceding classic symptoms of diabetes, or 
the physician has failed to detect the 
presence of glycosuria on examination. 

2. Poorly controlled diabetes: 

(1) Inadequate insulin dosage 

(2) Over-eating 
3. Situations of stress: 

(1) Acute infections 

(2) Trauma 

(3) During and following surgery 

(4) Pregnancy—usually in the vom- 
iting of the first trimester or during 
and following delivery 

(5) Profound emotional upsets 
4. Starvation and/or dehydration: 

(1) Inadequate diet 

(2) Vomiting and/or diarrhea 
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All of us have seen the onset of ketosis 
under the above conditions. A few spe- 
cific examples may be mentioned. Cer- 
tainly, we are all familiar with the de- 
crease in sensitivity to insulin during 
acute infections, particularly in youth, in 
which a patient doing well on 20 units of 
insulin may require three and four times 
that much per day. Certainly, trauma, 
such as severe injury with broken bones, 
will upset control conditions regardless of 
the food intake and insulin requirement 
may increase dramtically. All physicians 
should familiarize themselves with a tech- 
nique for carrying the diabetic patient 
through surgery and pregnancy, and sug- 
gestions will be made later as to such. I 
have seen patients of all age groups, con- 
trolled well on varying doses of insulin, 
go into true diabetic ketosis because of 
emotional upsets. I recall such happening 
to a 19-year-old girl disturbed regarding 
a personal affair; another in which a 65- 
year-old woman became upset regarding 
the heart attack of her husband, and 
many others. During the past season the 
prevalent so-called ‘“gastro-intestinal vi- 
rus,” resulting in vomiting and diarrhea, 
has caused the onset of ketosis in many, 
particularly in the age group below 15 
years. 

Whether or not ketosis will develop 
under these conditions appears to be un- 
predictable and inconsistent, and depends, 
apparently, on the lability of the diabetes 
in the individual patient. In general, er- 
ratic behavior of diabetes is to be ex- 
pected in children and in youth; however, 
there are many so-called “brittle diabe- 
tics” in the upper age brackets and acido- 
tic patients in the sixties are not at all 
uncommon. I would re-emphasize that 
the state of ketosis is preventable. The 
techniques for the testing of urine for 
sugar have become extremely simplified; 
the testing with the “Clinitest’” tablet is 
being universally accepted, and the more 
recent advent of Lilly’s so-called “Tes- 
Tape,” and the Ames Company’s “Clini- 
stix”, which may act as a substitute when 
necessity requires. All patients should be 
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equipped with a method of testing for 
ketone bodies in the urine and the Ames 
Company’s so-called “Acetest” appears to 
bé very dependable. 
TREATMENT 
If the above tests are done, any in- 
formed patient would be alerted to any 
upset in his pattern of diabetes control, 
and if there is some question as to the 
amount of insulin needed, I have found 
that the simple expedient of using so- 
called “insulin on demand” is well worth 
while. This is accomplished by simply the 
testing of a urine specimen, preferably a 
so-called “spot specimen,” every three or 
four hours, and the use of regular, rapid- 
acting insulin as follows: 


If the urine sugar is +++-+ 20 units 
+++ 15 units 

++ 10 units 

+ 5 units 


In children, the insulin dosage may be 
reduced to a ratio of 16, 12, 8 and 4 units, 
respectively. This allows for a consider- 
able flexibility in insulin dosage. If the 
food intake is inadequate and the ketone 
bodies are high in the urine specimen, 
then each time the urine specimen is 
checked, 4 to 6 ounces of orange juice, 
or a comparable sugary drink, may be 
given to the patient. Obviously, when the 
patient is on this type of control, he need 
not follow the usual formal diet, but may 
eat along throughout the day as his ap- 
petite and needs dictate. 

I find that this principle of “insulin 
on demand” has served me most effec- 
tively also following surgical procedures 
and in the care of the diabetic patient 
during and following delivery. When food 
intake is inadequate or vomiting is pres- 
ent, it is necessary to give parenteral 
fluids and though there are no definite 
rules, in general, a vacoliter containing 
50 grams of glucose may be covered by 
15 to 20 units of regular insulin given 
hypodermically at the onset of the va- 
coliter. It is self-evident that no specific 
rules can be laid down, and a great deal 
of judgment must be exercised on the 
part of the physician. One rule which 
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should always be remembered is that the 
diabetic patient, unlike the nondiabetic, 
cannot tolerate starvation but is obligated 
within every twenty-four hours to get a 
certain amount of fluids, sugar and elec- 
trolyes. All too often, a patient has de- 
cided that on a given day he will neither 
eat nor take insulin and if his diabetes is 
at all active, he stands a very good chance 
of being mildly acidotic before the day is 
out. When ketone bodies are present in 
the urine, liberal amounts of sugar are 
indicated and as long as this sugar is 
covered by adequate amounts of insulin, 
one need have little regard for blood 
sugars per se. It is obvious that to elimi- 
nate ketonemia, the body must have lib- 
eral amounts of sugar and water, covered 
by adequate amounts of insulin. 

An alerted patient who picks up the 
early symptoms of ketosis may be success- 
fully handled in the home as long as he 
is able to ingest an adequate amount of 
food, and is willing to put himself on the 
rather tedious regime described above. 
The reward, however, is great, inasmuch 
as ketosis in the first two phases may be 
reversed and the more dramatic coma with 
its necessity for hospital care avoided. 

If, however, the ketosis proceeds to the 
point of intractable vomiting with de- 
hydration, stupor or coma, the physician 
is faced with a dire medical emergency 
and the patient will require much more 
heroic treatment. This patient should be 
hospitalized immediately and_ general 
measures, such as warmth to the body 
(which may be in shock), a gastric lavage, 
if the vomiting is persistent, and the in- 
sertion of an indwelling catheter should 
be done. Constant or consistent nursing 
care and frequent observations by the 
physician are mandatory. Basically, the 
patient needs four things: 


1. Fluids 
2. Electrolyte control 
3. Insulin 


4. Usually glucose 

Standard rules for the management of 
a patient with this illness are difficult to 
establish. Certainly the physician should 
be well versed in the underlying physio- 
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logical aspects and techniques of admin- 
istration of the various components in the 
treatment. A few suggestions may be 
helpful: 

1. Fluids: Intravenous fluids should 
be started and given continuously until 
the patient presents an appearance of 
hydration, until a favorable urinary out- 
put is accomplished, and until food and 
fluids may be taken by mouth without 
regurgitation. The amount of fluid will 
vary with the age, the size of the patient, 
the state of dehydration, and the intensity, 
of the ketosis, but in general may be 1000 
cc. to 2000 cc. at a minimum up to 4000 
ee., 5000 cc., and 6000 cc., or even more 
in extreme cases in twenty-four hours. 
Care should be taken not to overload the 
circulation of the older patient who may 
have potential heart disease. 

2. Electrolytes: Sodium chloride is 
urgently needed and the first 2000 or 
3000 cc. of fluid should and may be in 
saline. If further fluids are indicated, it 
may be well to alternate vacoliters be- 
tween distilled water and saline. Avoid- 
ance of the over-use of saline with its 
consequent retention of fluids is to be 
kept in mind. -Much has been said in re- 
cent years about the need for potassium 
in ketosis, and this is undoubtedly of 
great importance. I remember, in the 
past, patients who, to all purposes, were 
carefully and successfully treated in all 
traditional respects with a consequent re- 
turn to normal levels of glucose and ke- 
tone bodies in the blood, died of potassium 
deficiency. It is to be remembered that 
at the onset of ketosis there is a hyper- 
kalemia, but everything that is done to 
treat the acidotic state tends to literally 
wash potassium out of the system. It 
takes potassium to utilize glucose and in- 
sulin and certainly the relatively large 
amount of fluids given will both dilute 
and excrete potassium. Potassium blood 
levels or manifestations of potassium de- 
ficiencies by the electrocardiogram are 
difficult and expensive to do, and a very 
satisfactory rule to follow is that if the 
patient is unable to take some form of 
potassium by mouth within six hours 
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after the onset of treatment, then potas- 
sium should be given parenterally. For- 
tunately, all foods are liberal in potas- 
sium content, particularly orange juice 
and broth, and if the patient is able to 
take even a small amount of either of 
these, the potassium problem is over. 
Potassium may also be given in a satur- 
ated solution of potassium chloride liberal- 
ly by mouth, and there are prepared am- 
poules of potassium chloride which may 
be added in proper amount to vacoliters 
and given with complete safety. It is 
recommended that the rules for adminis- 
tration be obtained at the time of its use. 
Other electrolytes are disturbed in this 
condition but seem to adjust themselves 
and require no specific attention. 

3. Insulin: Rapidly-acting regular in- 
sulin is to be used and the amount de- 
pends upon judgment, but the following 
rules are average: 

(1) If the patient is in coma, 1060 
units of insulin hypodermically (50 
units may be given hypodermically and 
50 units placed in the vacoliter) and 50 
units every hour until there is a clear- 
ing of ketone bodies in the urine. 

(2) If the patient is stuporous but 
responsive, 75 units at the onset hypo- 
dermically and 30 to 40 units every 
hour until improvement is noted. 

(3) If the patient presents cardinal 
signs of acidosis, is vomiting but alert, 
50 units of insulin may be given at the 
onset hypodermically and 20 to 30 units 
every hour until improvement is noted. 
In children the amount of insulin should 

be reduced, but approximately 30 to 40 
units may be given at the onset and with 
the rules for “insulin on demand,” for 
children give insulin every hour until im- 
provement in ketone bodies is noted. 

The physician must be alerted to that 
patient who is temporarily insensitive to 
insulin and may require exceedingly large 
doses: Though it may suffice to give the 
average patient in acidosis between 200 
and 300 units of insulin in the first six 
to eight hours, there are some who will 
require 500 to 600 units, and there are 
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those on record who have required in ex- 
cess of 1000 units. The failure of the 
patient to improve in the first two hours 
would indicate that a greater amount of 
insulin may be needed. When the patient 
begins to improve both clinically and by 
laboratory signs, the amount of insulin 
and the frequency of its administration 
may be decreased to two, later to three 
and four hours, with eventually “insulin 
on demand” being given for several days 
until the amount of long-acting insulin 
required has been reasonably established. 

4. Glucose: There has been much con- 
troversy as to the need for glucose in the 
treatment of ketosis; those contending 
there was not only ample but a surplus 
of glucose in the liver, tissues and circu- 
lating blood and that only insulin was 
needed for its utilization, and those who 
maintain that such glucose was fixed and 
not available for usage. I was originally 
taught to use only saline solutions and 
did so for a number of years, but it is 
at present my firm conviction, based on 
the more successful treatment of diabetic 
ketosis for the last ten years, that glucose 
is not only desirable but necessary for the 
uneventful recovery of these patients. In 
the first vacoliter given, it need not be 
used; however, afterward I think it has 
certain advantages. There is no indica- 
tion that high blood sugars are harmful 
and, in ketosis, certainly the objective in 
the treatment is to rid the blood stream 
of excessive ketone bodies. Ample avail- 
able glucose and insulin are necessary to 
accomplish this. It is true that when glu- 
cose is given, more insulin is needed, but 
that is of little concern. Certainly, when 
glucose is given, there is rarely encoun- 
tered the confusing and difficult problem 
of having ketone bodies persist with a 
normal to low blood sugar. Before I rou- 
tinely started using glucose, at the termi- 
nal phase of treatment I have been em- 
barrassed by having a patient both in 
hypoglycemia and ketosis! Excessive glu- 
cose is to be avoided, inasmuch as a type 
of diuresis which may reproduce dehy- 
dration has been noted. However, at least 
150 grams of glucose may be used to ad- 





HyMAN—Value of Cardiac Catheterization 


vantage in the first six hours of treat- 
ment. I have had no experience in the 
treatment of ketosis with the use of intra- 
venous fructose and have been advised by 
authorities that this practice is untried 
and unproven at this time. 


SUMMARY 

No attempt has been made in this dis- 
cussion to go into the complex biochemical 
and physiological alterations in diabetic 
ketosis, but rather, by intent, emphasis 
has been placed on the clinical care by 
physician and patient which would tend 
to prevent this state, and the practical 
clinical application of the weapons we 
have for its treatment. Little has been 
said, on purpose, about complicated lab- 
oratory measures or studies in the treat- 
ment of ketosis. Obviously, an_ initial 
blood sugar level and CO. combining 
power is helpful, but to all practical pur- 
poses, careful attention to the ketones in 
the urine specimens and sound clinical 
judgment are adequate to reverse the 
ketotic state 
THE VALUE OF CARDIAC CATHE- 
TERIZATION IN DETERMINING THE 

NEED FOR VALVULOTOMY IN 

MITRAL STENOSIS 
ALBERT L. HYMAN, M. D.* 
NEw ORLEANS 

The copious literature relating to the 
differentiating of mitral stenosis from 
mitral regurgitation attests to the impor- 
tance of this problem. However, insuf- 
ficient attention has been given to the 
need for recognition of which patients 
with mitral stenosis, and no significant 
mitral regurgitation, should have valvulo- 
tomy. The mitral stenotic, who is under 
forty years of age, has marked exertional 
dyspnea, perhaps a bout of pulmonary 
edema, a moderately enlarged heart, and 
right ventricular hypertrophy on electro- 
cardiogram is an ideal candidate for sur- 
gery. The problem is quite different in 
the patient with the murmur of mitral 








* From Department of Medicine, Louisiana State 
University, and Cardiovascular Laboratory, Touro 
Infirmary. 
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stenosis who has noticed a moderate in- 
crease in fatigue or dyspnea on exertion, 
or a bout of coughing with a “cold”, that 
produces hemoptysis, but shows no objec- 
tive evidence of difficulty clearly pro- 
duced by the mitral block. Here the elec- 
trocardiogram is normal, and the heart 
is not enlarged on fluoroscopy. The left 
atrium may not be large, and the right 
ventricle may show no more than a sug- 
gestion of enlargement. 


In this situation, reliance upon the pa- 
tient’s symptoms is not always satisfac- 
tory. Difficulty is often encountered in 
evaluating the exertional incapacity, and 
in separating from it the emotional prob- 
lems associated with this disease. Bron- 
chitis and “colds”, not related to myocar- 
dial insufficiency, may produce cough, 
with occasional hemoptysis, even in pa- 
tients with mitral stenosis. Contrariwise, 
relatively severe mechanical block can ele- 
vate the pressures in the pulmonary sys- 
tem without causing overt congestive fail- 
ure for a considerable time. Relatively 
severe mitral block and elevated pulmo- 
nary pressure are not necessarily associ- 
ated with enlargement of the heart. Un- 
less the mean pulmonary arterial pressure 
reaches 45 to 50 mm. Hg., right ventricu- 
lar hypertrophy is not to be expected on 
the electrocardiogram. The intensity of 
the murmur of mitral stenosis offers no 
evidence of the severity of the mechanical 
block produced by that valve. It is often 
very loud with normal left atrial pressures 
and little stenosis, and may occasionally 
be inaudible with severe stenosis. 

The hazard of procrastination before 
performing valvulotomy on patients with 
more than mild elevation of pulmonary 
pressures has been emphasized. The ra- 
pidity with which severe pulmonary edema 
may follow a bout of paroxysmal tachy- 
cardia, coughing from bronchitis or pneu- 
monia, and other complicatioins, is well 
known. Weiss and Parker have convinc- 
ingly demonstrated the celerity with 
which patients with severe mechanical 
block may develop actual arteriolar ne- 
crosis in the pulmonary vessels. 
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CASE REPORTS 
Recently, this problem was encountered 
in five such patients seen at Touro In- 
firmary. The case histories are as fol- 
lows: 


Case No. I—This 27 year old white female had 
had a bout of joint pains at 4 years of age. At 
age 12 years, she had a second bout of joint pains 
and was told that her heart had been damaged. 
Her dyspnea began during this attack, and had 
grown progressively worse since that time. At 
age 17 years she had hemoptysis, productive of a 
teaspoonful of blood. For the past two years she 
has had orthopnea, requiring two pillows. She 
stated that exertional dyspnea had markedly in- 
creased in the past year, and she was not able to 
perform her housework any more. A trial of 
digitalis failed to improve her condition. She 
noticed precordial pain radiating down the left 
arm on exertion. She was extremely tense, and 
spoke at length of the many factors contributing 
to her nervousness. 

At age 21 years the patient was delivered of a 
normal child by cesarian section and tubes were 
ligated because of her “cardiac condition”. 

On physical examination, blood pressure was 
120/80. She was thin and appeared weak. Car- 
diac ausculation revealed a loud first heart sound, 
a grade III high pitched systolic murmur, and a 
grade III low pitched rumbling mitral diastolic 
murmur at the apex. No basal murmurs were 
heard. The lungs were clear. Fluoroscopy re- 
vealed slight left atrial enlargement, but there 
was no increase in right or left ventricular size. 
The electrocardiogram was normal. The pulmo- 
nary pressures and cardiac output at the time of 
catheterization were found to be entirely normal. 
Mitral valvulotomy was not advised because me- 
chanical block at that valve was not causing the 
patient’s symptoms. 

Case No. II—This 37 year old white female had 
rheumatic fever at 8 years of age. She was told 
her heart was damaged and that she should avoid 
exercise. At that time, she noticed attacks char- 
acterized by rapid heart beating, shortness of 
breath, cough, and chest pain. She recovered un- 
eventfully, and remained fit until age 24 years, 
when a severe bout of breathlessness, rapid heart, 
precordial pain, and coughing awakened her from 
a sound sleep. Subsequent similar attacks lasted 
from one to four hours, and were associated with 
extreme nervousness. In the past two years these 
attacks have been precipitated by the exercise of 
climbing stairs or walking in the fields. During 
the past six months, her exercise tolerance has 
become more limited, and she has not been able 
to perform housework. There has been no pedal 
edema, hemoptysis, or other attacks of rheumatic 
fever. She had received a trial of digitalis with- 
out benefit and was not receiving that drug when 
seen at Touro Infirmary. 
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Physical examination revealed a rather tense, 
slender woman. Blood pressure was 100/60. The 
lungs were clear. The heart was not enlarged. 
There was a grade III rumbling diastolic and a 
grade I high pitched systolic murmur at the apex. 
The apical first sound was accentuated. The liver 
was not enlarged. Fluoroscopy revealed slight 
enlargement of the left atrium, but the right and 
left ventricles were normal. The electrocardio- 
gram was normal. The cardiac catheterization re- 
vealed normal pressures and outputs, both at rest 
and exercise... It was felt that mitral valvulotomy 
not indicated. This patient has improved 
greatly with psychotherapy. 


was 


Case No. III—A 21 year old white female com- 
plained of extreme fatigue on doing housework. 
She had had rheumati¢:heart disease at 5% years 
of age, and again at 7 years of age. Following 
the latter illness she was kept at bed rest for 
thirteen months and told that she had a very bad 
heart. <A third attack of acute rheumatic fever 
followed at age 15 years. At this time she first 
experienced hemoptysis. She was forbidden any 
form of exercise during her school career. At age 
17 years when six months pregnant, she developed 
pedal edema, orthopnea, dyspnea, and hemoptysis. 
She digitalized, remained at bed rest, and 
was given a salt poor diet. She had a normal un- 
eventful delivery, which was followed by recovery 
from heart failure. Within three months of de- 
livery, she suffered another bout of acute rheu- 
matic fever. At age 19 years the patient was 
pregnant for the second time. She was closely 
observed in the prenatal period and remained 
largely at bed rest. The delivery was uneventful. 
In the past two years she has noticed progressive 
decline in exercise tolerance. On admission she 
stated that the exertion of bathing the children, 
climbing stairs, and cleaning house was too great 
to permit these activities. She has had no or- 
thopnea or paroxysmal dyspnea. 


was 


On examination the blood pressure was 100/80. 
The lungs were clear. The heart was not enlarged. 
There was a systolic and diastolic thrill at the 
apex, and a shock with the pulmonary second 
sound. At the apex, a loud first sound was fol- 
lowed by a grade III high pitched systolic murmur, 
a faint second sound, and a grade III rumbling 
diastolic murmur. There was a presystolic ac- 
centuation of the diastolic murmur. There were 
no murmurs heard at the base. The liver was not 
enlarged, and the legs were not edematous. 

Fluoroscopy revealed questionable right ven- 
tricular enlargement in the left oblique. The heart 
was not enlarged in the P. A. view. The left 
atrium was not enlarged. The electrocardiogram 
suggested slight delay in conduction through the 
right bundle, but was otherwise normal. 

At catheterization the pressures were found to 
be about the upper limits of normal. After exer- 
cise which was sufficient to increase her minute 
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ventilation from 4 liters/minute to 21 liters/ 
minute, there was a doubling of her cardiac out- 
put, but no significant alteration of the pressures. 
Surgery was not advised for this patient. Al- 
though her mitral valve area may be considerably 
decreased, it is still not decreased enough to ex- 
plain the severity of her symptoms, or to elevate 
her pulmonary pressures on exercise. 


Case No. IV—This 40 year old white female 
suffered a bout of tonsillitis followed by joint 
pains at age 24 years. At that time she was told 
that her heart had been damaged. At age 36 she 
had a bout of pneumonia and was _ hospitalized 
for one week. At age 39 years she again had a 
bout of' pneumonia and was advised to take digi- 
talis. She found the latter drug of no help. Since 
that time she has had progressively increasing 
dyspnea on_exertion and has been unable to climb 
20 steps. Two weeks before admission she de- 
veloped a “cold” with a hacking cough. During 
one of the coughing attacks she had hemoptysis 
productive of 10 to 20 cc. of bright red blood. 
She denied. orthopnea and pedal edema and, until 
admission to hospital, had carried on daily as a 
saleswoman in a shoe store. 


Physical examination revealed a slender, middle 
aged female with blood pressure of 120/80. Car- 
diac auscultation revealed a loud first sound, and 
a grade III rumbling diastolic murmur with pre- 
systolic accentuation. The lungs were clear. The 
liver was not large. Cardiac fluoroscopy revealed 
moderate enlargement of the pulmonary conus, 
but no left atrial enlargement. The right ven- 
tricle appeared slightly enlarged, but the over-all! 
heart size in the A.-P. projection was not en- 
larged. The electrocardiogram was normal. Car- 
diac catheterization revealed moderately elevated 
pulmonary arterial wedge pressures at rest, which 
rose sharply on mild exercise. At commissurotomy 
the mitral valve was found to be calcified and 
stenosed. It failed to admit the tip of the sur- 
geon’s finger. 


Case No. V—This 21 year old white female had 
had rheumatic fever at 4 years of age and again 
at 17 years of age. She was apparently well 
until she became pregnant at 19 years of age. She 
lost weight and became increasingly dyspneic to- 
ward the seventh month. At that time she was 
told that she had rheumatic heart disease. De- 
livery was uneventful. The following year she 
again became pregnant and, at five months, she 
noticed severe dyspnea. At the sixth month a 
spontaneous abortion occurred. Since that time 
the patient has felt fit, except that she tired 
somewhat on climbing stairs or doing severe exer- 
cise. She had no orthopnea, paroxysmal nocturnal 
dyspnea, pedal edema, or hemoptysis. The patient 
was told that she should have further evaluation 
of her heart status before becoming pregnant 
again. 
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Physical examination revealed a blood pressure 
of 110/70. The lungs were clear. The heart was 
not enlarged. On auscultation, there was a grade 
IV rumbling diastolic murmur at the apex with a 
presystolic accentuation. There were no other 
murmurs. The cardiac fluoroscopy revealed mod- 
erate pulmonary conus enlargement and the right 
ventricle ‘was questionably enlarged. The electro- 
cardiogram was normal. Cardiac catheterization 
revealed markedly elevated pressures. At com- 
missurotomy the mitral valve failed to admit the 
finger tip. 

Each had a history of moderate exer- 
tional dyspnea which had become worse 
in the past few months. Two had had 
hemoptysis. All had the murmur of mi- 
tral stenosis. Two had a mitral regurgi- 
tation murmur in addition, but proved to 
have normal pressures at catheterization. 
However, there was no cardiac enlarge- 
ment on fluoroscopy, and the electrocar- 
diograms were normal (Figs. 1, 2, 3). In 
each instance, data obtained at cardiac 
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Figure 1. 
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catheterization was of distinct value in 
determining if mitral valvulotomy were 
needed. (Fig. 4). In three the pressures 
were normal, both at rest and exercise. 
The increased cardiac output per 100 cc. 
increase in oxygen consumption was well 
within normal range. Marked valve ob- 
struction could not have accounted for the 
symptoms, and relief by mitral valve sur- 
gery was not to be expected. The fourth 
patient, at rest, had moderately elevated 
pressure in the pulmonary artery. The 
pulmonary wedge pressure, which is a 
portrayal of the left atrial pressure, was 
markedly elevated. On mild exercise her 


cardiac output doubled, an increase within 
the normal range per 100 cc. increase in 
ovygen consumption; however, she accom- 
plished this feat at an expense of almost 
doubling her pulmonary artery pressure. 
The pulmonary 


wedge pressure became 








Figure 2. 


Cases IV and V with pulmonary hypertension. 
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elevated to the point of exceeding the col- 
loidal osmotic pressure of blood. This is 
an important factor in production of 
pulmonary edema. The fifth patient had 
marked elevation of pulmonary arterial 
pressure at rest. Her pulmonary wedge 
pressure equalled the colloidal osmotic 
pressure of blood. Exercise was not at- 
tempted. 

The first three patients have improved 
considerably on reassurance and psycho- 
therapy. The last two patients were found 
to have tight mitral stenosis at surgery. 
(Dr. Dennis Rosenberg, Department of 
Thoracic Surgery) After six months, one 
of the latter two patients has resumed full 
activity with excellent improvement. The 
other patient is still in the early postoper- 
ative status. 

In patients with symptoms which may 
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be from mitral stenosis, but in whom the 
fluoroscopy and electrocardiogram fail to 
give objective evidence of the severity of 
the mechanical block produced by the 
mitral valve, cardiac catheterization will 
offer considerably more information upon 
which to base a decision regarding the 
need for valvulotomy. Critical levels of 
pulmonary artery and wedge pressure ele- 
vation, above which one should advise 
valvulotomy, cannot be definitely estab- 
lished. It is certain, however, that, given 
these conditions, an increase in the pul- 
monary artery pressure of three to four 
times normal, a marked rise on exercise, 
and a pulmonary wedge pressure that ap- 
proaches the colloidal osmotic pressure of 
blood, indicates that ameloriation of symp- 
toms may be anticipated from an adequate 
valvulotomy. 
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SUMMARY 2. Five cases are presented. Two had 

1. Cardiac catheterization is a valuable considerable elevation of pulmonary artery 
adjunct in assessing the severity of mitral and wedge pressure and a tight valve at 
stenosis in patients with this murmur and surgery. Three had normal pressures 
suggestive symptoms, but in whom the which indicated that no severe stenosis 
electrocardiogram is normal and the heart was present. Surgery was not advised in 
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Figure 4. Data in cases I, II, and III indicate normal pulmonary artery and wedge pressure, 
normal right atrial pressure, without elevation on exercise. Case IV shows moderate elevation 
of pressures at rest, a marked rise on exercise. Case V shows marked elevation of pressures at rest. 
Cardiac output increases in all cases on exercise. 
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SURGICAL ASPECTS OF PANCREATIC vention, although at times technically haz- 


DISEASE * ardous, is generally attended by satisfac- 
CHARLES G. CHILD, III, M. D.+ tory results. The surgical treatment, 
ARTHUR J. DONOVAN, M. D.+ however, of patients with inflammatory 

Boston, MASSACHUSETTS or neoplastic disease of this organ is con- 


The four affections of the pancreas gen-_ troversial and the accomplishments all too 
erally amenable to surgical treatment often disappointing. The causes for these 
are: certain congenital anomalies, injuries latter therapeutic dilemmas are apparent; 
due to violence, inflammatory disease, and_ the etiology of pancreatitis continues in 
cancer. Congenital anomalies and trauma doubt while the early diagnosis of pan- 
of the pancreas do not present difficult creatic cancer is rarely achieved. 
diagnostic problems, and operative inter- CONGENITAL ANOMALIES 
ieeeligies Ectopic pancreatic tissue may occur in 

* Presented at the Nineteenth Annual Meeting the wall of the stomach, of the duodenum, 


of the New Orleans Graduate Medical Assembly, of the gallbladder, and of the jejunum. 
February 27, 1956. . 


+ From the Departments of Surgery of Tufts (Figure 1) Generally these islands of mis- 
University School of Medicine, The Boston City placed gland are not troublesome though 
Hospital, and the New England Center Hospital. Occasionally ulceration of the enteric mu- 
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Figure 1. Aberrant island of normal pancreas 
in the stomach. 


does 


them 


cosa over occur.' These may 
produce symptoms of peptic ulcer and 
have been described as a cause of upper 
gastrointestinal hemorrhage. More usual- 
ly, however, ectopia of the pancreas does 
not produce specific symptoms and is only 
discovered during a roentgen survey of 
the upper gastrointestinal tract when this 
is performed for one vague digestive com- 
plaint or another. Once discovered, pan- 
creatic ectopia cannot be surely differen- 
tiated from a benign or malignant tumor 
and is summarily removed. Not the least 
interesting aspect of this relatively rare 
congenital anomaly is its occasional in- 
volvement in an acute or chronic inflam- 
matory process. Those discovering this 
unusual circumstance are quick to chal- 
lenge the common channel—biliary reflex 
concept of the etiology of pancreatitis. 
Another congenital anomaly is annular 
pancreas.”" Here the ventral anlage of 
the developing pancreas fails to fuse with 
the dorsal anlage and partially or com- 
pletely encircles the first or second part 
of the duodenum. Needless to say, this 
congenital defect can cause all degrees of 
duodenal obstruction. An annular pan- 
creas may occlude the duodenum of the 
newborn (Figure 2) or may only become 
apparent in later life as chronic duodenal 
obstruction. In either instance, surgical 
intervention is necessary. Resection of 
the stenosing ring of pancreas and gastro- 
jejunostomy have each had their advo- 
cates. Gross,“ however, who has had wide 
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Complete duodenal obstruction in a 
infant due to annular pancreas. This 
was completely relieved by a posterior duodeno- 
jejunostomy. (Reproduced with permission from 
New Eng. J. Med. 251:191-193, 1954)* 


Figure 2. 
newborn 


experience with this congenital defect, be- 
lieves that it is best treated by side-to- 
side duodenojejunostomy. Attempts to re- 
sect the pancreatic ring have been asso- 
ciated with troublesome pancreatic and 
even fatal duodenal fistulae. When the 
ring is incompletely removed, recurrent 
duodenal obstruction makes its appear- 
ance. Gastrojejunostomy is, of course, 
always prone to stomal ulceration. 
INJURY BY VIOLENCE 

The pancreas may be injured by an 
endless variety of direct or indirect vio- 
lence. The gland may be traversed or 
shattered by high velocity missiles, it may 
be squashed against the vertebral column 
by nonpenetrating force, or it may be 
pierced or severed by stab or knife 
wounds. Fortunately, however, the pan- 
creas is not commonly prone to injury for 
it lies deeply in the upper abdomen well 
protected by overhanging rib margins. 
When pancreatic injury due to violence 
does occur, however, immediate operation 
becomes imperative. Of help in deciding 
upon exploratory celiotomy in closed in- 
juries to the pancreas is abdominal para- 
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centesis. A high amylase content in the 
withdrawn fluid is diagnostic of injury 
to the pancreas. Two general rules of 
operative management are important: 
badly damaged or ischemic pancreatic tis- 
sue should be removed and free drainage 
to the site of injury established. Per- 
sistent bleeding and massive retroperi- 
toneal hematomas are commonly associ- 
ated with pancreatic trauma. These must 
be dealt with effectively by ligature, for 
a gauze pack has no place in the control 
of hemorrhage in the upper abdomen. 
Needless to say, nonabsorbable suture ma- 
terial such as cotton or silk should always 
be used in operative intervention upon the 
pancreas. 

A fistula almost inevitably develops fol- 
lowing drainage of the site of extensive 
pancreatic injury. Frequently, patience 
over a period of months is required to 
observe spontaneous closure. Operations 
performed early for post-traumatic fistu- 
lae are neither wise nor necessary. The 
formation of an almost endless variety of 
pseudocysts is a well recognized late com- 
plication of injury of the pancreas.’ 
Eradication of such cysts as these may 
sorely tax the judgement, ingenuity, and 
skill of accomplished surgeons. Excision 
of these cysts is of course desirable, but 
more often than not, the safety of the 
patient is best served by more conserva- 
tive measures such as marsupialization or 
even repeated external drainage. Internal 
drainage, by surgically creating a fistula 
between the cyst and the stomach or an 
adjacent loop of small intestine, is a use- 
ful procedure and has earned a well de- 
served place in the management of pan- 
creatic pseudocysts. Altogether, then, the 
surgical treatment of congenital anomalies 
and of injuries and their complications is 
a satisfactory, though offtimes difficult, 
area of operative effort. 

POSSIBLE ETIOLOGIES OF PANCREATITIS 

In turning now to pancreatitis, a group 
of complex ills both acute and chronic is 
encountered. These may be difficult in- 
deed to manage successfully by either 
operative or nonoperative measures. Pri- 
marily responsible for these many diffi- 
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culties are the several etiologies which 
seem to be concerned and which are not 
at all clearly understood. Nevertheless, 
significant progress has been made in re- 
cent years toward a better understanding 
of the many complexities involved. Those 
willing to accept the responsibility of 
treating unfortunate patients with pan- 
creatitis are in a better position than ever 
before to provide at least a reasonable 
therapeutic program for this troublesome 
clinical entity. 


A close relationship between pancreati- 
tis and chronic biliary tract disease has 
always been appreciated. The precise 
cause and effect, however, has never been 
surely established. For instance, it is a 
time-worn observation that at emergent 
or elective operations for calculus disease 
of the biliary tract, the pancreas is often 
thickened, indurated, and obviously the 
site of a chronic inflammatory process. 
This association has been far too commen 
to be ascribed to chance. Furthermore, 
after correction of the biliary tract dis- 
ease, it is well known that the associated 
pancreatitis may subside never to be 
heard from again. Conversely, when it 
was more common to operate upon pa- 
tients with acute pancreatitis than it is 
today, a large distended and tense gall- 
bladder — with or without calculi— was 
such a common finding that cholescystos- 
tomy was accepted as an important sur- 
gical therapy for acute pancreatitis. The 
evidence, circumstantial as it may be, is 
too strong to doubt but that an important 
relationship exists between biliary tract 
disease and the inflammatory diseases of 
the pancreas. 

In addition to the circumstantial if not 
etiological relationships between biliary 
tract and pancreatic disease, there is rea- 
son to believe today that a similar rela- 
tionship may exist between pancreatitis 
and duodenal ulcer. The most common 
manifestation of this association is, of 
course, the posterior duodenal ulcer pene- 
trating into the head of the pancreas. 
Here, during the acute phase of the ulcer, 
the head of the pancreas is indurated and 
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duct obstruction may be sufficient to pro- 
duce elevations in serum amylase. In ad- 
dition to this obvious association, patients 
with chronic duodenal ulcer may, too, 
manifest signs and symptoms of recurrent 
pancreatitis. Fortunately, correction of 
the ulcer is generally followed by subsid- 
ence of the pancreatitis. 

Many years ago a small stone impacted 
in the ampulla of Vater together with a 
demonstrated common channel between 
the common and pancreatic ducts, con- 
vinced Eugene Opie* that pancreatitis 
was due to reflux of bile up the pan- 
creatic duct. This chance observation in 
the autopsy room prompted many to pro- 
duce in the dog an experimental form of 
pancreatitis by injecting the animal’s own 
bile into his pancreas. So closely does the 
pancreatitis produced under these circum- 
stances resemble that seen in man, that 
reflux of bile up the pancreatic ducts has 
long enjoyed popularity as the specific 
cause of pancreatitis. Even more credence 
was ascribed to this belief when numerous 
anatomists demonstrated that in from 40 
to 60 per cent of humans, a common 
channel actually exists between the distal 
common and proximal pancreatic ducts. 
More recently Mulholland and Doubilet ®: '° 
have provided evidence that spasm of the 
sphincter of Oddi may too cause bile to 
enter the pancreatic drainage system 
under pressure. Quite naturally they 
added division of the sphincter to eradi- 
cation of biliary tract disease as a logical 
additional treatment for pancreatitis. Each 
of these surgical therapies has had its 
successes in controlling early pancreatitis 
—each its failures. With distressing fre- 
quency, however, a postoperative month 
or two passes and, now in the absence of 
either demonstrable biliary tract disease 
or a competent sphincter, the patient re- 
turns in a devastating attack of acute 
pancreatitis. It is, of course, at this point 
that many additional and perhaps extra- 
neous factors enter the clinical picture: 
Patients with recurring pancreatitis no- 
toriously take alcohol in excess. In addi- 
tion, time and time again the only sur- 
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cease from pain available to them has 
been narcotics. If not actual narcotic ad- 
dicts, many are indeed habitual users of 
a wide variety of pain-relieving drugs. 
Furthermore many of these individuals 
manifest serious neurotic if not actual 
psychotic traits. The scene is set there- 
fore to provide an almost continuous state 
of pancreatic stimulation. Alcohol is an 
excellent pancreatic secretogogue; mor- 
phine and like drugs are well known for 
their ability to obstruct pancreatic flow; 
vagal stimulation promotes excessive se- 
cretion of pancreatic juice. In such a 
setting as this every effort can be made 
to persuade the patient to desist from 
alcohol, to stop taking drugs, and to use 
anticholinergic agents. These efforts how- 
ever, are largely unsuccessful in the face 
of continuing attacks of pancreatitis and 
the question arises as to what surgical 
measures have to offer such individuals. 
Out of the mass of conflicting evidence 
—both clinical and laboratory—which is 
available for study, one inescapable con- 
viction emerges, namely, that continuing 
pancreatitis is due to partial or complete 
obstruction of the pancreatic drainage 
system. Just as common duct obstruction 
ultimately destroys the liver, so will pan- 
creatic duct obstruction destroy the pan- 
creas. The only difference is that the 
latter is more violent, precipitous, and de- 
moralizing. In the treatment, therefore, 
of the patient with recurrent pancreatitis, 
the surgeon must ever seek to accomplish 
one objective—relief of obstruction to 
pancreatic drainage. In seeking to achieve 
this objective a threefold obligation is as- 
sumed; first, to manage acute pancreatitis 
properly; second, to halt the relentless 
course of progressive and recurrent pan- 
creatitis; and third, to undertake boldly 
the salvage of patients with continuous 
pain, narcotic addiction, severe metabolic 
disturbances, and emaciation secondary to 
advanced fibrocalcific pancreatitis. 
MANAGEMENT OF ACUTE PANCREATITIS 
With the advent of acurate tests of in- 
creased serum amylase activity, it be- 
came possible to establish the diagnosis 
of acute pancreatitis without recourse to 
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operation. There can be little doubt today 
but that the mortality of acute pancre- 
atitis has been lowered appreciably by 
nonoperative management. Furthermore, 
medicine and surgery now have at their 
disposal effective measures for amelio- 
rating the distressing manifestations of 
the acute attack. Constant gastric suc- 
tion, atropine, banthine intravenously, 
and perhaps diamox (acetazioleamide) are 
effective measures for decreasing pancre- 
atic secretion and placing the pancreas at 
rest. Although the use of morphine and 
its derivatives has become an anathema 
in the treatment of pancreatitis, it must 
be recalled that demerol (meperidine hy- 
drochloride) and other morphine substi- 
tutes also produce spasm of the sphincter 
of Oddi. All of these drugs should, of 
course, be avoided if possible but not to 
the point where the patient is in near 
shock due to overwhelming barrages of 
painful stimuli. Even today, morphine is 
probably the most effective means of re- 
lieving the catastrophic pain of acute pan- 
creatitis. At times sympathetic or epi- 
dural block may effectively assist in con- 
trolling pain. Antibiotics should be ad- 
ministered throughout an acute attack for 
there is reasonable evidence that if 
metastatic infection is not an actual cause 
of pancreatitis, it may play an important 
secondary role. Needless to say strict at- 
tention must be accorded water and elec- 
trolyte balance. Ionizable calcium may fall 
to low levels if any extensive degree of 
fat necrosis occurs. It is easily replaced 
by intravenous calcium gluconate. Deficits 
in blood and plasma volume secondary to 
peritonitis must too be corrected either 
by blood, plasma, or serum albumin in 
adequate amounts. An acute diabetes is 
not unusual and is easily controlled by in- 
sulin and glucose. By careful attention 
to details such as these, the patient can 
generally be tided through his acute at- 
tack with success. Only when the acute 
attack relentlessly progresses to pancre- 
atic necrosis or abscess formation does 
emergent operative intervention become 
necessary. Continued fever, a rapid pulse, 
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a rising white count, and signs of localiz- 
ing sepsis in the upper abdomen must 
alert physician and surgeon to the possi- 
ble development of an abscess which will 
certainly prove fatal if not adequately 
drained in time. 

In the past, patients who have recovered 
from an acute attack of pancreatitis have 
been permitted to go their way, both the 
patient and physician taking refuge in 
the hope that further attacks will not 
occur. This is a false hope indeed, and 
not only the first attack, but succeeding 
attacks as well, of acute pancreatitis 
should alert both the patient and his phy- 
sician to the existence of a serious under- 
lying defect which must be corrected if 
further attacks are to be avoided. The 
time may well come when one attack of 
acute pancreatitis, and most particularly 
several attacks, will be regarded as an 
urgent reason for early surgical interven- 
tion. If the premise that all pancreatitis 
is due to one form or another of obstruc- 
tion to pancreatic drainage be ultimately 
proved correct, the time to approach cor- 
rection is early. Only by so doing may 
the late stages of the disease hope to be 
avoided. Extensive fibrocalcific pancre- 
atitis is an irreversible and probably a 
self-perpetuating process subject to little 
more than extirpation for its cure. 

THERAPY OF OBSTRUCTION TO PANCREATIC 

DRAINAGE 

At this point it might not be amiss to 
comment briefly upon the diagnosis of 
acute or chronic obstruction to pancreatic 
drainage. There is little doubt but that 
acute pancreatitis is more common than 
is generally believed. The reason the diag- 
nosis is not made more often is probably 
because the patients are not seen early 
enough for the physician to obtain evi- 
dence of elevated serum or urinary en- 
zyme activity. In spite of an enormous 
amount of fine laboratory investigation 
of pancreatic malfunction, the only really 
good way of establishing a diagnosis of 
early pancreatitis is to think of the pos- 
sibility and then to pursue the patient 
until positive evidence of an _ elevated 
serum amylase is obtained. Particularly 
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since the introduction of Fishman and 
Doubilet’s'' rapid test for elevated serum 
amylase, there is little excuse for any hos- 
pital failing to offer this service. 

Once the diagnosis of pancreatitis has 
been established, physician and surgeon 
alike should have an orderly and logical 
approach clearly in mind as they proceed 
to document the cause and undertake 
therapy. The first steps are obvious: the 
detection and elimination of chronic bili- 
ary tract disease or duodenal ulceration 
if these be found to exist. 

The demonstration, by cholecystography 
or cholangiography, of chronic cholecys- 
titis and cholelithiasis or choldedocholithi- 
asis should be followed without delay by 
cholecystectomy and exploration of the 
common duct. If a peptic ulcer be found 
on roentgen examination of the stomach 
or duodenum, nonoperative methods of 
treatment should be instituted promptly. 
Should complete healing fail to occur in a 
reasonable period of time, surgical inter- 
vention should not be delayed. A normal 
biliary and gastrointestinal tract, however, 
should not mitigate against exploratory 
celiotomy and operative cholangiography 
as soon as the acute attack has completely 
subsided. If reflux of dye up the pan- 
creatic duct is demonstrated, a clear in- 
dication for sphincterotomy is at hand. 
Whether or not a common channel and 
biliary reflux is demonstrated, the sur- 
geon must not abandon his efforts to 
prove that the pancreatic ducts are patent. 
This can only be accomplished today by 
transduodenal pancreatography. Only if 
the biliary tract is normal, only if bile 
does not gain access to the pancreatic 
ducts, and only if the pancreatogram is 
normal,'? has the patient been given every 
assurance that his biliary and pancreatic 
drainage systems are normal. Under such 
circumstances as these, I believe that 
hemigastrectomy and vagotomy are justi- 
fied as a definitive effort to protect the 
patient from further attacks of pancrea- 
titis. Hemigastrectomy and vagotomy 


offer physiological protection against ex- 
cessive pancreatic stimulation. 


If free 
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drainage of the gland exists, this oper- 
ation is certainly reasonable and gives 
hope of important accomplishment. 

What, however, if pancreatography has 
demonstrated an obstruction in the main 
pancreatic duct. Under this circumstance 
the proper course to follow may be ob- 
scure indeed. Several possible avenues of 
approach present themselves for consider- 
ation. Simple dilatation alone as advo- 
cated by Warren" appears legitimate in 
the absence of advanced fibrosis and cal- 
cification of the gland. Particularly is 
this defensible if the stricture yields read- 
ily to gentle bouginage and a free flow 
of clear pancreatic juice is promptly 
obtained. The conventional arguments 
against dilatation of any stricture can be 
advanced, however, and distal pancre- 
atectomy or pancreaticojejunostomy ad- 
vocated as the only reasonable way of 
permanently relieving obstruction of the 
pancreatic duct. If, on the other hand, 
the pancreas in question is the site of 
advanced fibrosis and calcification, pan- 
createctomy distal to the point of stricture 
is the only logical course to follow. (Fig- 
ure 3) The most common site of stricture 
unfortunately lies within a centimeter or 
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Figure 3. This patient, a 36-year old housewife, 
had had innumerable attacks of acute pancreatitis 
over about a 10-year period. At operation the en- 
tire body and tail of her gland was the site of 
chronic inflammatory process with calcification. 
Pancreatography readily demonstrated a complete 
block of the main pancreatic duct 2.5 em. above 
the papilla of Vater. The head and uncinate 
process were relatively normal. Subtotal pan- 
createctomy distal to the block was performed. 
The patient has gained 60 pounds and has been 
entirely well for three years. 
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so of the ampulla of Vater. This may 
mean that the entire gland is involved. 
Again, if the process in the pancreas is 
early and has not progressed to fibrosis 
and calcification, distal pancreaticojejun- 
ostomy as devised by DuVal'* may suf- 
fice. (Figure 4) If, however, the entire 
gland is fibrotic and calcified, total pan- 
creaticoduodenectomy must be seriously 
considered. There can, of course, be little 
doubt but that total pancreatectomy is un- 
desirable. (Figure 5) In facing this de- 





Figure 4. This 
operation, relatively new to the field of surgery 
for chronic relapsing pancreatitis, requires as its 
indication obstruction to the pancreatic duct near 
the head of the gland. The duct should, of course, 
be free of interruption distal to the point of ob- 
struction before such an operation as this is under- 
taken. As yet experience with distal pancreatico- 
jejunostomy is too limited to provide final judge- 
ment concerning its usefulness. 


Distal Pancreaticojejunostomy. 


cision, it must ever be borne in mind that 
the alternative may well be a_ psycho- 
nutritional cripple addicted to narcotics 
and alcohol. Mention, of course, must be 
made of choledochojejunostomy as advo- 
cated by Bowers.'* The only logical in- 
dication for this procedure alone is fibro- 
tic stenosis of the intrapancreatic portion 
of the common duct without concomitant 
obstruction of the pancreatic duct. The 
assumption that choledochojejunostomy or 
sphincterotomy can alter the course of 
pancreatitis due to advanced pancreatic 
duct obstruction is hardly tenable. 
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Choledochogram demonstrating a di- 


Figure 5. 
lated intrahepatic biliary drainage system due to 
In addition, reflux 
of dye up the pancreatic duct for a distance of 
It is logical to assume 
that this patient’s pancreatitis was initiated by 
biliary reflux due to a common channel between 


chronic relapsing pancreatitis. 


2.0 em. is clearly shown. 


her terminal choledochus and pancreatic duct. Be- 
cause of widespread pancreatitis and obstruction 
throughout her entire pancreatic duct, a_ total 
pancreatectomy was performed with complete re- 
lief of symptoms. 
PANCREATITIS AS A POSTOPERATIVE 
COMPLICATION 

During the past ten years or so, sur- 
geons have become increasingly aware of 
acute pancreatitis as a postoperative com- 
plication of major surgical procedures. 
In some instances this untoward event has 
been related directly to the operation it- 
self. For instance Dunphy" has shown 
conclusively that injury to the pancreatic 
ducts during a difficult gastrectomy may 
be followed by a particularly virulent 
form of pancreatitis. On the other hand, 
acute pancreatitis has been reported fol- 
lowing operations in the lower abdomen 
as well as after surgical procedures per- 
formed outside the abdominal cavity. In 
Figure 6 is outlined the clinical course of 
a patient who experienced a severe attack 
of acute pancreatitis on her sixteenth 
postoperative day after an uneventful gas- 
trectomy for a benign duodenal ulcer. 
Within a few days her pancreatitis sub- 
sided only to be followed by acute gan- 
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Figure 6. Graphic representation of the course 
of a 58-year old female who suffered an attack 
of acute pancreatitis about two weeks after a 
presumably uneventful gastrectomy for duodenal 
uleer. This complication was further compounded 
by the development of acute gangrenous cholecysti- 
tis without calculus disease of the biliary tract. 
The etiologies of these complications are not 
known. This chart is presented as a reminder of 
the intimate, though not clearly understood, 
lationship which exists between duodenal 
the biliary tract and the pancreas. 


re- 
ulcer, 


grenous cholecystitis. This required drain- 
age. - Stones were not present. Recovery 
of the patient was complete and post- 
operative choledochogram failed to reveal 
any evidence of calculus disease of the 
biliary tract, nor did the contrast medium 
reflux up the pancreatic ducts. The patho- 
logical mechanisms responsible for such a 
postoperative catastrophe as this were not 
at all clear. 

CONSERVATIVE MEASURES IN RELIEF OF PAIN 

These paragraphs on the surgical as- 
pects of pancreatitis should not be con- 
cluded without one or two additional com- 
ments. In the first place, it is probable 
that in some patients pancreatitis may 
pursue a relatively benign course without 
the devastating pain so usually associated 
with the disease. Under these circum- 
stances it is obvious that the extensive 
and ofttimes drastic surgical steps which 
have been outlined would hardly be appli- 
cable. The primary purpose of surgical 
intervention is the relief of pain. To be 


sure, prevention of progressive pancreatic 
destruction is desirable, but the metabolic 
disturbances associated with this can be 
controlled not 


unsuccessfully by insulin 
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and pancreatic extracts. In the second 
place, various forms of denervation of the 
pancreas have been advocated purely for 
the control of pain. These have had their 
successes to be sure, but in addition to 
exposing the patient to the risk of becom- 
ing unable to appreciate the onset of a 
severe intra-abdominal catastrophe, the 
results are impermanent and capricious. 
If operations are to be done to control 
pancreatitis, a direct attack upon the 
gland itself seems more reasonable at this 
time. Last but not least, some recognition 
must be given the fact that pancreatitis 
as an entity differs from one _ hospital 
population to another. It is failure to ap- 
preciate this that has given rise to much 
of the confusion which is prevalent today 
concerning the incidence and prevalence 
of the problem of pancreatitis. Further- 
more, medicine and surgery have been 
prone to oversimplify surgical manage- 
ment. For instance, sphincterotomy un- 
doubtedly has its place but is probably 
not a simple surgical cure-all for the dis- 
ease. 
PANCREATIC NEOPLASMS 

From the surgical point of view, cancer 
of the ampulla of Vater, of the duodenum, 
and of the head of the pancreas may be 
grouped together for their cure is amen- 
able to the same operation—pancreatico- 
duodenectomy. In considering preoper- 
ative diagnosis, mortality rate, and rate 
of salvage, however, malignant tumors of 
the papilla and duodenum must be held 
distinct from pancreatic cancer. The rea- 
sons for separation are clear — papillary 
and duodenal lesions can be detected early, 
and appear to be of a lower grade malig- 
nancy than are tumors of the pancreas. 
Sudden jaundice, anorexia, pain, stools 
persistently positive for blood, and an en- 
larged gallbladder lend encouraging as- 
surance to the surgeon that his patient is 
harboring an operable neoplasm of the 
ampulla of Vater. Under these circum- 
stances, surgical mortality is low and long- 
term survivors numerous. 

In considering primary pancreatic neo- 
plasia, brief mention must be made of the 
rarely encountered cystadenomas. These 
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large cystic structures differ from pseu- 
docysts in that they are lined by epithe- 
lium, do not follow trauma, and may reach 
prodigous size before coming to the at- 
tention of either patient or physician. 
Even heroic efforts should be made to 
remove these tumors completely for they 
are prone to undergo malignant degener- 
ation, if, in fact, they are not primarily 
malignant. 

Cancer primary in pancreatic paren- 
chyma permits no such optimism as in 
tumors of the papilla. The diagnosis of 
pancreatic cancer is still long delayed. 
Tumors of the body and tail are almost 
never discovered in an operable stage, 
while jaundice must almost inevitably 
make its appearance before patients with 
cancer of the head of the organ are seri- 
ously considered for operation. Nor are 
the surgeon’s difficulties over when he 
finally decides upon exploratory celiotomy. 
When operable, these tumors are small 
and lie buried deeply in pancreatic tissue. 
Incisional biopsy is notoriously unsuccess- 
ful, and if successful, may prejudice 
against cure by disseminating viable can- 
cer cells throughout the upper peritoneal 
cavity and abdominal incision. Under all 
save exceptional circumstances, the sur- 
geon must boldly assume the role of an 
accomplished gross pathologist. In the 
absence of local or distant metastases and 
with the conviction that biliary obstruc- 
tion is in fact due to pancreatic cancer, 
the surgeon must embark upon a hazard- 
ous and difficult operation—nor must he 
be deterred by the thought that he may 
remove a benign process. He should, of 
course, take great pains to exclude a com- 
mon duct stone impacted in the ampulla. 
Fortunately cholangiography and common 
duct exploration can be relied upon to 
obviate this possibility. Pecause the tech- 
nical details of pancreaticoduodenectomy 
have been adequately dealt with else- 
where,'? they need not be discussed here. 
Suffice it to state that the operation in 
competent hands is a good one which 
should not be associated with an unrea- 
sonable mortality. It is still well to bear 
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in mind that if the jaundice has been of 
long duration, preliminary decompression 
of the biliary tract by choledochostomy is 
at least desirable if not essential. Ten 
days to two weeks or so later, definitive 
resection can then be accomplished much 
more safely. If, however, jaundice. is of 
but short duration and the patient’s nu- 
tritional reserve is adequate, pancreatico- 
duodenectomy is appropriately performed 
in one stage. 

That early cancer of the head of the 
pancreas can be completely removed, is 
now adequately documented in recent sur- 
gical literature. The case histories of some 
dozen patients who have survived longer 
than five years are now available for 
study. That these twelve have been gleaned 
from but a small proportion of the total 
number of patients who have been oper- 
ated upon, cannot be doubted. At the 
same time, the number of all those who 
have survived five or more years would 
probably be considerably greater if they 
all had been reported. Nevertheless, if it 
were possible to collect all the data on 
patients who have been treated for pan- 
creatic cancer, the cure rate would prob- 
ably still be low. It is, of course, this 
dismal picture which has prompted Cat- 
tell and Pyrtek'* and Parsons" to make 
their discouraging observations on pan- 
creaticoduodenectomy for pancreatic can- 
cer. Since cancer of the head of the pan- 
creas is invariably fatal if uncontrolled 
surgically, is it not preferable to continue 
the more hopeful, venturesome, and whole- 
some point of view of Brunschwig," Orr,?! 
and Dennis and Varco.** These latter au- 
thors conclude in their recent article upon 
this subject, “The outlook in these tumors, 
both pancreatic and ampullary, appears 
not to be appreciably worse than the out- 
look in cancer of the stomach.” It does - 
not appear likely that surgery will soon 
abandon operative treatment for either 
gastric, ampullary, or pancreatic cancer. 
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This is a report on a new simplified 
approach to pudendal nerve block, de- 
veloped in 1954, on the Louisiana State 
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University obstetric and gynecologic ser- 
vice of Charity Hospital in New Orleans. 
The pudendal nerve is blocked on each 
side transvaginally, by carrying the needle 
into the vagina and making a single in- 
jection of procaine’ solution’ directly 
through the vaginal mucosa and the sac- 
rospinous ligament, at a point overlying 
the pudendal nerve. Fudendal nerve block 
using this approach can be administered 
easily and with very little discomfort to 
the patient. In this respect the trans- 
vaginal approach has a great advantage 
over the conventional transperineal meth- 
ods. 

To review these methods briefly, the 
standard techniques of pudendal block un- 
til a few years ago were essentially local 
infiltrations of the perineum, in which the 
terminal branches of the various nerves 
supplying the region were infiltrated, one 
by one, usually through a_ single skin 
wheal on each side. These nerves are the 
ilioinguinal, the posterior femoral cutane- 
ous, and the pudendal, which divides into 
three branches, the dorsal nerve of the 
clitoris, the labial or perineal nerve, and 
the inferior hemorrhoidal nerve. The in- 
filtration was often supplemented by ad- 
ditional injections, below the ischial spines 
or in Alcock’s canal, to block the pudendal 
nerve proximal to its division into its 
terminal branches. This combined type 
of block, which depends chiefly on local 
infiltration for its effectiveness, is prob- 
ably the most popular one today. 

Several vears ago, however, E. W. Klink 
in Philadelphia, in a very thorough clini- 
cal and anatomical study, showed that 
local infiltration of the terminal branches 
in pudendal nerve block is unnecessary. 
He demonstrated that the _ ilioinguinal 
nerve and the posterior femoral cutaneous 
nerve do not play a significant part in 
the innervation of the female perineum 
and that the entire perineum can be an- 
esthetized simply by blocking the main 
trunk of the pudendal nerve, using a 
single transperineal injection on each 
side. 

The inferior hemorrhoidal nerve is usu- 
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ally described as a terminal branch of the 
internal pudendal, given off below the 
ischial spines, in Alcock’s canal. In 50 
per cent of cases, however, Klink found 
that it arises as a separate branch of the 
sacral plexus, usually pierces the sacro- 
spinous ligament, and passes directly to 
the perineum without entering Alcock’s 
canal. This aberrant inferior hemorrhoid- 
al nerve is blocked in Klink’s method high 
behind the sacrospinous ligament, with 
the last portion of anesthetic solution. 
With the transvaginal approach, this 
nerve is blocked by direct infiltration of 
the ligament in the area where the nerve 
fibers pierce it. 
TECHNIQUE 

The following technique is simple to 
perform and has given quite satisfactory 
results. 

A 10 ce. syringe filled with 1 per cent 
procaine and attached to a No. 20 spinal 
needle is used. The status of the present- 


Figure 1. 
against the ball of the index finger in the vagina. 


Technique of inserting the needle into the vagina. 
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ing part and the location of the ischial 
spines are first determined vaginally. The 
needle and attached syringe are then held 
with the tip pressed flat against the ball 
of the index finger and with the syringe 
entirely above the thumb of the hand in 
the vagina (Fig. 1). Protected by the 
finger, the needle is carried into the va- 
gina to the ischial spine. The needle tip 
is released from the index finger, and en- 
ters the vaginal mucosa near the lower 
edge of the sacrospinous ligament, just 
medial to the spine (Fig. 2). A _ sub- 
mucosal wheal is made, and is felt by the 
index finger to be sure that the needle tip 
is still superficial to the ligament. The 
needle is then advanced, keeping steady 
pressure on the plunger of the syringe. 
The ligament is infiltrated with about 3 
ce. of solution. When the needle pierces 
the ligament and enters the loose connec- 
tive tissue behind it, the resistance of the 
plunger suddenly decreases and the solu- 








Me 


The tip of the needle is pressed flat 








Figure 2. Technique of injection. The sacrospinous ligament has been pierced and the needle and 
syringe are in their final position. The syringe remains entirely above the hand in the vagina. 


tion flows in easily. After aspiration to 
guard against possible intravascular in- 
jection, the remaining fluid is deposited 
beneath the ligament. The needle is with- 
drawn and the procedure is repeated on 
the opposite side, using the opposite hand 
in the vagina. 
RELIABILITY 

This method has been evaluated both 
statistically and in terms of its practical 
applicability. The reliability of the meth- 
od was studied on the delivery unit of 
Charity Hospital by using the transvagi- 
nal approach exclusively for a consecutive 
series of pudendal blocks over a period of 
several months. These blocks were done 
under many different circumstances, re- 
gardless of the stage of labor, on every 
available patient prepared for delivery or 
for sterile vaginal examination. The block 
on each side was evaluated separately. 
Each consisted of a single transvaginal in- 
jection of 10 cc. of anesthetic solution. In 
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a series of 300 consecutive transvaginal 
pudendal blocks, complete anesthesia of 
each side of the perineum resulted from 
the initial injection about 84 per cent of 
the time. The reliability of the trans- 
vaginal method is therefore similar to that 
reported for many other types of pudendal 
nerve block. 
PRACTICAL EVALUATION 

From the practical standpoint, it ap- 
pears that the transvaginal approach, al- 
though of value in obstetrics, has its 
greatest usefulness in gynecology, both in 
the office and in the operating room. It 
has been used successfully for a variety 
of operations upon the vagina and perine- 
um, including multiple vulvar biopsies, 
excision of bartholin cysts, anterior and 
posterior colporrhaphy, and even vulvec- 
tomy. The great advantage of this meth- 
od over the various transperineal tech- 
niques is its ease and relative painlessness 
of administration. The extent of anes- 
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thesia is the same as that obtained using 
the conventional transperineal pudendal 
block. There is no effect upon the uterus 
or its supporting ligaments. 

In obstetrics, the transvaginal approach, 
while often useful, has certain limitations. 
In some multiparous patients, the sacro- 
spinous ligaments are too soft and atten- 
uated to serve as landmarks for the 
transvaginal approach. These patients can 
be blocked with greater certainty through 
the perineum, using the ischial spines as 
a guide. 

Occasionally, when the _ transvaginal 
method is attempted late in the second 
stage of labor, with the patient bearing 
down and the presenting part distending 
the perineum, there is difficulty in con- 
trolling the needle in the vagina. Under 
such conditions the conventional perineal 
approach will usually give better results. 

When delivery is imminent, however, it 
is often wiser simply to infiltrate locally 
for the episiotomy, deliver the patient, 
and then perform a pudendal block to ob- 
tain better relaxation and anesthesia for 
the repair. In this circumstance, the 
transvaginal approach is usually the pro- 
cedure of choice. It can be performed 
very easily on the postpartum patient, and 
provides satisfactory anesthesia for the 
repair of almost any vulvar or vaginal 
laceration. It has been used, without the 
necessity for a supplemental local infil- 
tration, for the entire repair of complete 
perineal lacerations, and even for anterior 
tears extending into the clitoris without 
discomfort to the patient. 

On the postpartum wards a transvagi- 
nal pudendal block has been used at times 
to give temporary relief from a painful 
episiotomy repair. In such cases the ad- 
dition of epinephrine to the solution, or 
the use of a long-acting local anesthesia is 
especially desirable. 

SAFETY 

In this entire series there were no re- 
actions to the local anesthetics used, per- 
haps because they were given in relatively 
small amounts. There were no significant 
hematomas. There were no fevers or in- 
fections which definitely could be at- 
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tributed to the transvaginal method. It 
appears that transvaginal pudendal block 
is a safe procedure from the standpoint 
of infection, in spite of the fact that the 
needle is inserted through an area which 
is not strictly sterile. 
CONCLUSIONS 

It is apparent that both the transvagi- 
nal approach and the perineal approach 
at times have their special indications. 
When the sacrospinous ligaments are too 
thin to be palpated, or when access to 
them is blocked by descent of the present- 
ing part, the perineal approach will give 
better results. On the other hand, in cer- 
tain obese obstetrical patients with thick, 
heavily muscled pelvic floors, and in most 
gynecologic patients, the transvaginal ap- 
proach offers the most convenient, and 
at times the only way of blocking the 
pudendal nerves at the spines, without 
resorting to local infiltration. In the 
majority of patients, where almost . any 
method may be used _ successfully, the 
transvaginal approach still has certain ad- 
vantages. Of all the methods, this is the 
easiest to learn, the simplest to execute, 
and causes the least possible discomfort 
to the patient. This procedure by no 
means replaces the conventional trans- 
perineal techniques, but when used under 
the proper circumstances, it has distinct 
advantages in gynecology, as well as in 
postpartum obstetrics and in the manage- 
ment of labor and delivery. 


SUMMARY 

1. A new transvaginal technique of 
pudendal nerve block is described. 

2. The method is simple and relatively 
painless. 

3. Its safety, reliability, and usefulness 
in obstetrics and in gynecologic surgery 
are discussed and evaluated. 
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THE GRADING OF INDICATION AND 
CHOICE OF PROCEDURE FOR 
GYNECOLOGIC OPERATIONS AT A 
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M. A. SCHUDMAK, M.D. 
W. W. KYLE, M. D. 


BATON ROUGE 

In the past few years a new duty has 
been placed upon the medical profession. 
It is determining merit and quality in the 
private practice of medicine, the procedure 
of medical auditing. It has been tradition- 
al to respect the privacy of the physician’s 
professional life and all his dealings with 
his patients. The only occasion when a 
third party entered this privacy was when 
a consulting physician was called by either 
the doctor or his patient; at all other 
times there was absolute privacy and al- 
most sublime mutual trust. 

Recently, there has developed a need for 
a medical audit of this hitherto uninvaded 
relationship. Several factors have made 
it necessary for private medicine to per- 
form this task for itself. First, there is 
the distrust by an occasional patient of 
his physician and the emerging of a num- 
ber of legal actions against doctors for 
all sorts of real or imagined wrongs. In 
this climate there arises the possibility 
of governmental intervention and regula- 
tion of medical practice. A second and, to 
us, far less significant factor necessitat- 
ing inspection of this kind is the great 
growth of the medical family itself with 
the appearance of a small but definite 
amount of substandard practices in the 
everyday practice of medicine by a few 
doctors. It is the universal belief among 
physicians that this fraction is small when 
compared to the total amount of high 
quality work done by dedicated medical 
men. 

Private medicine feels compelled to aud- 
it its own books, then, for two obvious 
reasons. These are, first, to find this so- 
called medical wrong and to recommend 
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steps for its correction, and, second to 
render it completely needless for govern- 
mental authorities to perform any type of 
inspection and regulation of private medi- 
cine. 

With these thoughts in mind and as an 
extension of its duties, the Tissue Com- 
mittee of Our Lady of the Lake Sani- 
tarium undertook to find out how and 
why hysterectomy operations were being 
done at that hospital. A temporary com- 
mittee was formed and asked to review a 
sample of records of hysterectomy oper- 
ations and to report on pertinent points 
in the case histories to the Tissue Com- 
mittee. 

MATERIAL AND METHOD OF STUDY 

General: Between October 1, 1953, and 
September 30, 1954, there were 210 
hysterectomy operations. One hundred 
seventy-six were selected at random for 
analysis. Information was tabulated as 
to patient’s age, staff classification of 
doctor performing the operation, preoper- 
ative diagnosis, anesthetic, type operation, 
main pathology found, and the committee’s 
arbitrary grading of the case. There was 
no mortality in the group studied. 

The number of doctors in the different 
staff categories at this time were: Ob- 
stetrics and Gynecology —18 (10 diplo- 
mates of the board) General Surgery—25 
(7 diplomates of the board), and General 
Practice—43. 

Grading: Since there is available no 
completely acceptable standard of audit- 
ing these operations in a private hospital 
the committee devised a system of grading 
modified from Williams.' Attention was 
given to choice of operation as well as 
indication for surgery, although evaluation 
of the former could not be done accurately 
from the charts alone. No evaluation was 
possible of technical performance, length 
of procedure, difficulty of operation, and 
general management of preoperative and 
postoperative course other than to note 
the complications or sequelae. The follow- 
ing categories were set up for grading 
hysterectomy operations: 

Grade A: Required without delay. 
These are the operations which must be 
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done in order to save the life of a patient. 
Examples are rupture of uterus, uterine 
atony after delivery, and all correct oper- 
ations for pelvic malignancy. 

Grade B: Required elective. These oper- 
ations are done for the benign neoplasms, 
recurrent bleeding following D & C, and 
a few instances of extreme pelvic relax- 
ations with unbearable symptoms includ- 
ing dyspareunia. 

Grade C: Desired elective. These oper- 
ations are done for the relief of symptoms 
which are not intolerable to the patient, 
but symptoms which should be removed 
in order for the patient to be comfortable 
and to lead a happier, normal life. Most 
vaginal hysterectomies were put in this 
group as well as hysterectomies for ab- 
normalities of bleeding when D & C was 
not done as an initial method of treat- 
ment. 

Grade D: Operations which definitely 
should not have been done. This group 
would include those with obviously wrong 
preoperative diagnosis where the surgeon 
could have been expected to arrive at the 
correct one; and obviously wrong choice 
of operation where average good judg- 
ment could be expected to dictate another 
type of treatment or operation. 

OBSERVATIONS 

The results of the analysis are best pre- 
sented in tabular form. Tables 1 through 
7 display these data. 

TABLE 1 
AGES, 176 PATIENTS HAVING HYSTERECTOMY 





Under 20 yrs 0 


21 to 30 yrs 24 

31 to 40 yrs 78 

41 to 50 yrs 54 

51 to 60 yrs 11 

Over 60 yrs 9 
TABLE 2 


NUMBER OF OPERATIONS BY 
CLASSIFICATION OF OPERATOR 


Gynecologist, board diplomate 74 


Gynecologist, not diplomate 61 
General Practitioner 26 
General Surgeon 15 

176 
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TABLE 3 
TYPE OF OPERATION 
Total abdominal hysterectomy 132 
Subtotal abdominal hysterectomy 6 
Vaginal hysterectomy 38 





TABLE 4 
TYPE OPERATION AND CATEGORY OF OPERATOR 





Total 








Subtot 

Classification abd. abd. Vaginal All 
Gynecologist 

(diplomate ) 55 3 16 74 
Gynecologist 

(not diplomate) 38 2 21 61 
General 

Practitioner 24 1 1 26 
General Surgeon 15 0 0 15 

All operators 132 6 38 176 

TABLE 5 


PREOPERATIVE DIAGNOSIS 





I 


PP hemorrhage 











Relaxations 49 3 
Abnormal bleeding 47 Ovarian cyst 3 
Pain 21 Previous c. section 1 
Myoma 17 Couvelaire uterus 1 
Endometriosis 9 Ectopic pregnancy 1 
Residues of PID 8 Cervical stenosis 1 
Fibrosis uteri 4 Pelvic congestion 1 
Malignancy 2 Other cs 
TABLE 6 
PRINCIPAL PATHOLOGIC LESION 
Myoma 58 Adenocarcinoma 3 
Endometriosis 56 Retained secundines 1 
Residues of PID 12 Squamous cell ca. 1 
Hyperplasia 10 Other 22 
Endometr. polyp 7 Not significant 31 
TABLE 7 


GRADING OF OPERATIONS 


Grade A 7 
Grade B 77 
Grade C 89 


Grade D 3 


DISCUSSION 

There are a great many things to be 
said about an analysis of this type. When 
it was first begun there was doubt as to 
whether the charts, understandably brief 
in a private nonteaching hospital con- 
tained enough data to make the survey 
worthwhile. There was not always a clear- 
cut preoperative diagnosis written down. 
In operative dictations more extensive 
notes were made of the technique than of 
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the surgeons’ view of the internal organs 
with pathologic process. Even the pathol- 
ogist’s reports were lacking in an oc- 
casional necessary detail. However, in 
spite of the drawbacks certain significant 
points came to light. The great majority 
of the operations were done for bleeding, 
pelvic pain, or relaxations. In a substan- 
tial number of cases no preoperative etio- 
logic diagnosis made as being re- 
sponsible for pain or bleeding; yet in 
‘other instances curettage was carried out 
prior to performing definitive surgery. 
Tabulation of this important sequence of 
operations could not be accurately done 
because of the omissions, mentioned above, 
of the brief records. The committee con- 
cluded that most of the uncuretted pa- 
tients had clinical diagnoses of endome- 
triosis, which diagnosis may not have ap- 
peared on the charts. The committee felt 
that diagnosis of bleeding caused by endo- 
metriosis justified hysterectomy without 
curettage, whereas undiagnosed uterine 
bleeding did not warrant hysterectomy 
without preliminary curettage. 


was 


Also, it may be noted that information 
as to type of operation and operator con- 
firms the suspected trend that the gyne- 
cologists are performing the vaginal oper- 
ations. Of interest is the observation that 
only one of the 176 hysterectomies was 
done by a diplomate of the American 
Board of Surgery, and that in connection 
with abdominoperineal resection of the 
rectum. 

In studying the pathologist’s reports the 
committee noted several interesting facts. 


The majority of specimens’ exhibited 
adenomyosis and endometriosis, though 
this diagnosis was not listed with the 


principal lesion in all cases. Next in fre- 
quency of occurrence was myoma. All told 
there were four instances of malignancy, 
two of which were not diagnosed pre- 
operatively. One adenocarcinoma was 
missed when the pathologist gave a nega- 
tive reading on a frozen section study of 
preoperative curettings. A squamous cell 
carcinoma of the cervix was not large 
enough for the operator to suspect it pre- 
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operatively ; it measured 0.5 by 0.4 by 0.3 
cm. when the pathologist examined the 
operative specimen. 

There were three operations graded D. 
The two instances where the specimen 
contained an unsuspected malignancy were 
described above. A third procedure graded 
down was a hysterectomy done to control 
bleeding in the case of incomplete abor- 
tion. A curettage was not done on this 34 
year old patient. 

RECOMMENDATIONS 

The committee felt the study proved, in 
general, that hysterectomy operations are 
done competently for valid indications. 
The records show that gynecological sur- 
gery as practiced at this hospital is good. 
The committee submits herewith its rec- 
ommendations for further improvement: 

1. Free use of curettage in establishing 
the cause of abnormal uterine bleeding. 

2. Thorough diagnostic studies to ar- 
rive at a preoperative diagnosis of pelvic 
pain. 

3. Discouragement of use of partial 
surgery in treatment of obscure pelvic 
pain. 

4. Recording by the pathologist of such 
important details as the size and number 
of myomas; the extent of penetration of 
the uterus in adenomyosis; the extent of 
ovarian endometriosis; the apparent dura- 
tion, the type and severity of salpingitis. 

5. Specific notation on the chart by 
the gynecologist of main symptom and its 
cause: “This patient is being operated 
upon for (example: pain). The 
preoperative diagnosis is (ex- 
ample: endometriosis)”. The fear of not 
being substantiated by pathological exami- 
nation should not deter the clinician from 
noting his preoperative diagnosis. 

6. Description of the pathologic find- 
ings at time of surgery to be included in 
the operative dictation. 

7. Recording, by the anesthetist, of all 
medications used during the operation as 
well as noting type of surgery done. 
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THE MANAGEMENT OF THE RED 
EYE IN GENERAL PRACTICE * 
FRANK W. NEWELL, M. D. + 
CHICAGO, ILLINOIS 

Congestion of the blood vessels of the 
conjunctiva and deep vessels supplying 
the eye is the chief sign occurring in a 
variety of ocular conditions, which range 
in severity from acute angle-closure glau- 
coma, which may cause blindness within 
a few hours, to a self-limited catarrhal 
conjunctivitis. The management of many 
such conditions frequently does not neces- 
sitate specific recognition of the exact 
disease process, but does require prompt 
distinction between superficial and minor 
conditions and deep vision destroying pro- 
cesses. 

In all except serious emergencies the 
distant vision should be measured with 
and without glasses. This measurement 
is not only extremely helpful in the dif- 
ferential diagnosis of the cause of the red 
eye but may well prevent the physician 
from being wrongfully accused of caus- 
ing a visual loss which existed prior to 
the time a patient was treated. A pen 
light gives good illumination and a simple 
loupe yielding about 2!14x magnification 
is most useful. Ophthalmoscopic examina- 
tion may indicate the presence of corneal 
opacities, cataract, optic nerve disease or 
retinal lesions. 

LESIONS OF LID AND PALPEBRAL 
CONJUNCTIVA 

Lesions of the lids and palpebral con- 
junctiva should be initially excluded inas- 
much as many patients describe an in- 
flamed and painful eye when the symp- 
toms arise from disease of the lid. The 
two most common inflammatory condi- 
tions of the lid requiring treatment are 
the acute suppurative chalazion and the 
acute hardeolum or stye. In the active 
suppurative stage the differential diag- 
nosis between these conditions is of no 
great importance since the treatment is 





* Presented at the Nineteenth Annual Meeting 
of the New Orleans Graduate Medical Assembly, 
New Orleans, March 1, 1956. 

+ From the Section of Ophthalmology, Univer- 
sity of Chicago. 
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the same although the prognosis is much 
different. The involved portion of the lid 
is swollen, is sometimes extremely tender 
and painful and there may be swelling of 
the pre-auricular lymph nodes. The stye 
tends to point along the lid margin and 
with necrosis of the overlying skin with 
release of a drop of pus and relief of 
pain. 

The chalazion points deeper in the lid, 
frequently in the palpebral conjunctiva 
and causes more pain when the lid is 
manipulated. Occasionally a suppurative 
stye and chalazion may occur simultane- 
ously. Local instillation of antibiotics or 
sulfonamides are of no value in the acute 
process but may prevent other glands of 
the lid from becoming involved. Some- 
times resolution is hastened by pricking 
the pointing surface with a number eleven 
Bard-Parker blade but hot compresses fre- 
quently applied are the most useful meth- 
od of treatment. Systemic antibiotics, 
while useful, are usually not indicated be- 
cause the inflammation is localized and 
self-limited. 


Usually following suppuration a chala- 
zion forms a painless, localized mass in 
the lid and no treatment except excision 
is helpful. If not removed this may be 
extremely large and unsightly and is 


frequently the site of recurrent inflam- 
mation. 

Blepharitis is no longer the difficult 
problem it was in the pre-antibiotic period 
and most cases seen today are part of a 
seborrheic dermatitis or evidence of a 
chronic inflammation of the Meibomian 
glands. Although not serious in respect 
to sight, these conditions are most resist- 
ant to treatment and require a correction 
of general hygiene of the scalp as well 
as local antiseptics. 

A common cause of a red eye which 
may be easily overlooked is eversion of 
the lower lid or entropion. This occurs 
intermittently, and may not be present 
when the patient is examined, unless he 
is asked to squeeze his lids closed after 
which the typical anomalous position of 
the lid is noted. The treatment of this 
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condition is a 
procedure. 


relatively simple plastic 


DIFFERENTIAL DIAGNOSIS OF 
AND DEEP DISEASE 

Great stress is placed upon distinguish- 
ing between conjunctival injection, which 
is associated with superficial inflamma- 
tion of the eye and deep ciliary injection 
which occurs in iritis, glaucoma, and cor- 
neal inflammation. The instillation of a 
drop of 1:1,000 epinephrine is frequently 
helpful as it will constrict conjunctival 
vessels and make the eye white but will 
have no effect upon the deep ciliary blood 
vessels. 

The appearance of the 
pupillary reaction is most 
distinguishing between 
deep disease. (Table 2) 

TABLE 1 


THE RED EYE 
ACTION OF TOPICAL DRUGS 


SUPERFICIAL 


iris and the 
important in 
superficial and 
In conjunctivitis 





Self-limited Disease Nangereus Dineane 

Epinephrine Vessels constrict 

(1:1,000) 

Pontocaine 
(0.5% ) 
Sterile 

Fluorescein 
(2.0% ) 





No effect 
Pain relieved Pain continues 


No stain Cornea may stain 





regardless of severity, and in virtually all 
superficial conditions, the cornea is clear 
and glistening. Through it the normal iris 
pattern is visible and the pupils of the 
two eyes are of equal size and their re- 
action to light is vigorous and prompt. 
In deep inflammations the iris pattern 
may be blurred and muddy; the pupillary 
margins may be irregular; the pupillary 
response to light is sluggish or absent. 
The size of the pupils in the two eyes may 
be different. Such involvement of the iris 
is a sign of most serious disease—angle 
closure glaucoma or iridocyclitis. Inflam- 
mation of the cornea may cause an opa- 
city through the iris which cannot be 
seen clearly but involvement of the interi- 
or of the eye occurs very late in the course 
of the disease. 

Pain in ocular inflammations may vary 
from that of foreign body, or mild itch- 
ing, or burning or be deep, severe, aching 
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pain which may cause nausea and vomit- 
ing. The discomfort of superficial irrita- 
tion and even the pain of keratitis will be 
entirely relieved by the instillation of a 
single drop of 0.5 per cent Pontocaine 
tetracaine HCl N.N.R.) but has no ef- 
fect upon the deep pain of glaucoma or 
iridocyclitis. 

TABLE 2 

THE RED EYE 
SIGNS 








Self-limited Dangerous 





Iris Details clear “Muddy” pattern 
Pupil Round, equal, Irregular, unequal, 

react to light defective pattern 
Vision Normal Reduced 





Vision is never affected in superficial 
conditions although the irritation and 
photophobia present may make testing dif- 
ficult. These may be relieved by a local 
anesthetic so that accurate measurement 
is possible. Keratitis involving the central 
cornea, angle closure glaucoma and uveitis 
may all cause a marked diminution of 
vision. 

BACTERIAL CONJUNCTIVITIS 

Bacterial conjunctivitis is becoming an 
uncommon disease in the average practice. 
The usual patient is self-treated with an 
antibiotic or sulfonamide prescribed for 
a friend and the disease clears. An un- 
fortunate group, however, use a drug to 
which they are sensitive and their eye 
lids become swollen, the conjunctiva red 
and injected, and their eyes burn and 
itch with symptoms far more severe than 
those with original disease. Penicillin, 
streptomycin, and sulfathiazole prepara- 
tions should not be used in the eye because 
of the frequency with which allergic re- 
actions follow. Sulfacetimide, Gantrisin, 
Neosporin and a host of similar drugs are 
usually more effective and much less like- 
ly to cause a sensitivity reaction. The 
addition of cortisone to these compounds 
for conjunctivitis is not justified and may 
lead to complications more severe than 
the original inflammation. 

SUBCONJUNCTIVAL HEMORRHAGE 

A surprising number of patients present 
themselves with a subconjunctival hemor- 
rhage. Usually this has occurred spon- 
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taneously and other than the _ localized 
bright red area surrounded by normal 
white conjunctiva, no signs or symptoms 
are present. This type of bleeding may 
be a sign of serious organic disease but 
it is not important as far as the eye itself 
is concerned. Hypertension and arterio- 
sclerosis should be excluded before re- 
assuring the patient. 
CORNEAL CONDITIONS 

Superficial conditions involving the cor- 
nea are usually easily identified if a drop 
of sterile fluorescein is instilled into the 
eye. The staining may be intensified if 
the excess fluorescein is removed with 4 
per cent cocaine solution. Breaks in the 
integrity of the corneal epithelium are 
always serious and care must be taken 
not to use solutions contaminated with 
bacteria. 

Probably the commonest condition caus- 
ing staining of the cornea is a foreign 
body. It may be frequently washed out of 
the eye by means of a stream of saline 
directed from a 5 cc. syringe after the 
cornea has been anesthetized. The eye is 
far more tolerant of this procedure than 
it is of wiping with a moistened cotton- 
tipped applicator. Studies with a slit- 
lamp show that even when applied with 
unusual gentleness an applicator removes 
large areas of corneal epithelium and cre- 
ates a defect much greater than caused 
by the original injury. If the foreign 
body is so loosely adherent that it could 
be wiped off with an applicator it may 
also be irrigated off with much less dam- 
age. 

The failure of irrigation to remove a 
foreign body suggests that it was hot 
when it struck the eye, and that it then 
coagulated the protein of the cornea and 
became adherent. Such a foreign body 
may be removed by means of a sterile 25 
gauge hypodermic needle using a syringe 
for a handle. It is important to hold the 
needle practically parallel to the eye so 
that regardless of movements of the pa- 
tient, the needle will not impale the eye. 

With the needle tangential to the cor- 
nea the foreign body may be gently 
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scraped away. If it has been there for a 
time, the top will frequently come off 
leaving a ring of rust behind. This ring 
should be gently scraped away and usually 
comes out in minute fragments. It must 
be removed because the corneal epithelium 
heals very slowly over it. Sometimes it is 
easier to remove the ring twenty-four 
hours later than at the time of removal 
of the foreign body but this should be 
reserved for occasional patients in whom 
the foreign body has been deeply im- 
bedded. An adherent foreign body will 
almost invariably cause a corneal scar so 
that dissection should be limited to that 
essential to removal. 


Just as important as the removal of 
the foreign body is the treatment of the 
traumatic inflammation of the cornea 
which follows, and the prevention of in- 
fection. If irrigation was all that was 
required the instillation of a sulfonamide 
or antibiotic may be all that is necessary. 
The patient should be seen once again 
within the week to make certain the cor- 
nea no longer stains with fluorescein. If 
there is a deep corneal defect the eye will 
be more comfortable if tightly patched so 
that the lid will not rub over the denuded 
surface. The patient should be reassured 
that the foreign body is removed even 
though the discomfort following removal 
is exactly the same as that experienced 
when the eye was first injured. Pain 
should be controlled with aspirin, com- 


bined with codeine, if necessary, and 
never by local anesthetics which delay 
healing. If there has been extensive in- 


jury to the eye the pupil should be dilated 
with homatropine. Atropine should be 
used very seldom, if at all, unless one has 
special equipment available for diagnosis. 
The patch may be removed as soon as the 
cornea does not stain with fluorescein. 
As long as an epithelial defect persists, 
an antibiotic or sulfonamide should be in- 
stilled locally at regular intervals. 


The use of appropriate sulfonamides 
and antibiotics has greatly decreased the 
number of inflammatory corneal condi- 
tions due to bacteria. No longer is con- 
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junctivitis complicated by corneal involve- 
ment and the control of the bacterial in- 
vader causes prompt amelioration of the 
inflammation. 

Inflammations of the cornea due to vi- 
ruses, notably the virus of herpes simplex, 
have become increasingly serious in recent 
years. Herpes simplex, or dendritic kerati- 
tis, is characterized in its acute stage by 
a severe foreign body sensation and a 
branch-like area of epithelial destruction. 
Like the familiar fever blister of mucous 
membranes, it tends to follow trauma, 
febrile illnesses, and sometimes allergic 
disturbances. Cortisone and its deriva- 
tives administered locally or systemically 
seriously aggravate the inflammation and 
must not be used. Treatment is frequent- 
ly disappointing and the scarring which 
occurs with recovery may seriously dis- 
turb vision. 

Deep inflammations of the cornea are 
usually easily recognized because of the 
loss of clarity they cause. In these in- 
flammations the specific diagnosis is of 
the utmost importance as many of the 
conditions arise because of associated sys- 
temic disease. 

ANGLE CLOSURE GLAUCOMA 

Angle closure glaucoma occurs in indi- 
viduals predisposed to the condition by an 
abnormally shallow anterior chamber. The 
disease is ushered in with dramatic sud- 
denness with severe pain, reduction of 
vision and sometimes prostration. The 
tension is elevated, the pupil fixed in mid- 
dilation and the globe exquisitely tender 
to touch. The disease is a true emergency 
requiring early skilled treatment. The ad- 
ministration of diamox systemically and 
medication to constrict the pupil is indi- 
cated until specialized treatment is avail- 
able. 

ACUTE IRITIS 

Acute iritis may be ushered in similarly 
although usually the onset is not as rapid. 
Although atropine is the treatment of 
choice it must not be used unless it is 
certain that the diagnosis is correct. The 
cloudy iris, the ciliary injection, the small 
and fixed pupil aid in the diagnosis. 
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In both angle-closure glaucoma and 
acute iritis there is marked decrease of 
vision in the affected eye signalling the 
need for early, skilled treatment. These 
conditions represent as serious an emer- 
gency as concerns vision, as an acute ab- 
domen, and treatment must not be delayed 
if the eye is to be saved. 
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AN IVALON FEMORAL ARTERY 
PROSTHESIS 


R. P. FOSTER, M. D. 
H. H. HARDY, Jr., M.D. 
M. B. PEARCE, M.D. 


ALEXANDRIA 





The homographic replacement of the 
aort.c, iliac and femoral segments is an 
accepted procedure; however, the diffi- 
culty of procuring and preserving these 
vessels has necessitated an urgent search 
for an ideal prosthetic device. In areas 
where “bending” is not a factor a number 
of substances, particularly Ivalon sponge! 
and nylon cloth, have been used success- 
fully. DeBakey and his co-workers in 
Houston, and Edwards and his co-workers 
in Birmingham have both had unsuccess- 
ful experiences with smooth tubes of Iva- 
lon and nylon, respectively, in the femoral 
and popliteal areas due to “bending”’, oc- 
clusion of the tube and subsequent clot- 
ting. Dr. Edwards recently has demon- 
strated the feasibility of a crimped nylon 
prosthesis in replacement of the femoral 
segment.? 

Because we believe the inherent physi- 
cal properties of Ivalon to be superior to 
those of other prosthetic materials, we 
are presenting here a method for produc- 
ing an Ivalon prosthesis suitable for use 
as a femoral segment. 

This prosthesis is a spiraled, accor- 
dionated tube of Ivalon with an internal 
diameter of 6 mm. and an external di- 
ameter of 9 mm. This prosthesis has 
about the same pliability and consistency 
for sewing as a blood vessel, makes a 
smooth, tight end-to-end or end-to-side 
anastomosis in the conventional manner, 
does not leak and yet is sufficiently 
porous to ke readily invaded by fibrous 
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ingrowth. This tube may be bent easily 
through 180 degrees without significant 
occlusion of the lumen (Figure 1). 





Figure 1. 
Ivalon prostheses in acute angulation. (Note dif- 
ference at point of acute angulation.) 


Comparison of the nylon (left) and 


Edwards et al. have demonstrated by 
means of postoperative arteriograms that 
the internal irregularities are of no prac- 
tical disadvantage in the circular crimped 
tubes used by them.” 

To prepare this spiraled accordionated 
Ivalon tube: (1) a spiraled spring steel 
or rubber piece is placed on a brass rod 
with an external diameter of 6 mm.; 
(2) this is wrapped with Ivalon sponge; 
(3) a cord 3 mm. in diameter is wrapped 
in the depressions of the spiral. This is 
then accordionated, wrapped with surgical 
gauze and fixed under 15 pounds of 
steam pressure for nine minutes. The 
tube is slipped from the rod, and the in- 
ternal and external wrappings removed. 
Thus is produced the object of this paper. 

This tube per se has not been used in 
vivo at the time of this writing; however 
we believe this prosthesis will prove to be 
superior as a femoral segment because of: 

1. The inherent physical characteristics 
of Ivalon 

2. The increased ability of this spiraled 
accordionated tube to withstand acute an- 
gulation without significant occlusion of 
the lumen. 
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ALLERGIC REACTIONS TO COMMON 
DRUGS * 
ALAN G. CAZORT, M. D. 
LITTLE Rock, ARKANSAS 





By allergic reaction we mean a qualita- 
tively altered response of the human tis- 
sues to a specific drug, as distinguished 
from a toxic reaction. This is almost cer- 
tainly the result of antigen-antibody re- 
action. For the allergic state to exist, 
there must have been contact with the 
drug or its antigen in another form. The 
fact that a drug has been taken previous- 
ly or repeatedly is no evidence that a 
patient may not be hypersensitive. In 
fact, he could not have been sensitized 
without previous contact with the drug 
or a closely related antigen. I shall not 
attempt to go into reactions not common- 
ly seen, nor to discuss such controversial 
reactions as thrombocytopenia, granu- 
locytopenia, or aplastic anemia. 

SYMPTOMS 

Symptoms of drug sensitivity are most 
commonly manifested by the skin. The 
skin alone may be involved as in contact 
dermatitis, or other entire systems may 
also take part in the reaction. The re- 
action may occur within minutes of con- 
tact or days or even weeks later. It may 
range in severity from mild transient in- 
convenience to death within minutes, or 
after a progressive lingering illness. 

For those interested in more than a 
superficial, but I hope practical discussion 
of very common reactions, I am happy to 
be able to recommend a most readable 
book of only 301 pages, including exten- 
sive bibliography. This book has quick 
reference tables of various drugs with 
probability data on individual drugs caus- 
ing various types of reactions. I recom- 
mend it for each on your desks, not book 
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shelves. The title is Reactions With Drug 
Therapy, W. B. Saunders Company, Phil- 
adelphia. The author is Dr. Harry L. 
Alexander, of St. Louis, for many years 
editor of the Journal of Allergy. 

Since skin symptoms are the most com- 
mon and usually the most demanding of 
our skill in treatment, we will give most 
of our time here to discussing them. It 
is always desirable, but at times very dif- 
ficult, to know the offending drug. Fre- 
quently the character of the rash and its 
distribution give us the clue we _ need. 
Drug rashes usually are either urticarial 
or inflammatory. The gradations in in- 
tensity may range from mild to severe, 
even with extensive destruction of tissue. 
Although almost any drug may cause al- 
most any type of rash, and the exposure 
may be by external contact, by ingestion, 
by injection, or by inhalation, certain 
drugs so characteristically induce rashes 
with certain features that a knowledge of 
these usual types is important. I have 
seen an exfoliative dermatitis induced by 
iodide, though the usual iodide rash is 
discrete, red, shotty, acneform nodules. 
Quinine characteristically causes a scar- 
letinaform erythema, but it may occasion- 
ally cause erythema multiforme, urticaria, 
or even a vesiculating contact type of 
dermatitis. Barbiturates and_ sulfona- 
mides usually cause morbiliform rashes. 
They may cause urticaria, erythema mul- 
tiforme, or contact type however. When 
they do cause urticaria there is usually 
little angio-edema and the wheals are apt 
to be small. Penicillin and aspirin, on the 
other hand, are prone to cause massive 
angio-edema and giant hives, though both 
may cause erythemas of various intensity 
by contact and by ingestion or injection. 

CONTACT DERMATITIS 

Possibly, contact dermatitis is the most 
common drug reaction the doctor sees. It 
is apt to be severe. Frequent and vicious 
sensitizers by contact are most of the 
“caine” drugs, Furacin, penicillin, anti- 
histaminics, sulfonamides, and mercury. 
The list may be extended almost indefi- 
nitely. As new drugs are synthesized and 
more generally used, the list becomes 
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longer and the reactions more frequent. 
There is no doubt that drug sensitivity is 
on the increase. There is a reason for 
this tied up with the chemistry of drug 
synthesis, which I shall not go into un- 
less someone is particularly interested at 
the end of the discussion. Your fellow 
member, Dr. Dudley Youman, tells me of 
seeing contact dermatitis in the hands of 
institutional employees handling Thora- 
zine. We are seeing more and more fre- 
quently reactions to Equanil. 


Sulfathiazole ointment is apt to induce 
a particularly vicious dermatitis. In our 
experience, the sequence of events and the 
course have been quite characteristic. In- 
variably the ointment has been used on 
an inflamed area such as an old ulcer. 
The spread to the entire body area is 
rapid and the inflammation is intense. 
The patient is sick. Lesions often become 
pustular. The acute onset may be fol- 
lowed by an exfoliative dermatitis which 
lasts for months. I see no excuse for the 
manufacture, sale, or use of sulfathiazole 
ointment. Three of the members of your 
own society who have had considerable 
experience in this work tell me to add 
penicillin ointment to this list. 


In all acute cases of a contact dermati- 
tis, ointments are contraindicated for 
treatment except when used by a skilled 
dermatologist, and he rarely uses them. 
The only safe and effective local treat- 
ment for you and me to use on them is 
wet packs of such materials as aluminum 
subacetate solution, boric acid solution, or 
normal saline. When these become too 
drying for the patient’s comfort, a non- 
medicated cream may be used as a soft- 
ener. Corticosteriod therapy is most use- 
ful and since prolonged treatment is 
rarely needed it is very safe in these 
cases when not absolutely contraindicated 
by some other disease. 


Mercury dermatitis is less common since 
the days of broad spectrum antibiotics. I 
am afraid arsenic dermatitis is not fol- 
lowing the same trend. Dr. Whitney 
Boggs of Shreveport told me of two cases 
of exfoliative dermatitis in 14 patients 
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who were on poorly supervised arsenic 
therapy for asthma. I do not know wheth- 
er the liver damage said to occur from 
such therapy is on an allergic basis. 
PENICILLIN 

The drug which contributes more to our 
practice than all others combined is peni- 
cillin. By far the most common reaction 
is the delayed serum sickness type, fre- 
quently with fever and joint symptoms, 
and almost always with massive angio- 
edema and pancake hives. While this re- 
action is essentially urticarial, it occasion- 
ally develops such an intensely inflam- 
matory character that hemorrhagic areas 
with local sloughing occur. Before the 
day of corticosteroid therapy, I have seen 
showers of red cells in the urine and local 
necroses of lung and other tissues with 
this type of reaction. Frequent doses of 
epinephrine and large ones of antihista- 
minics were our only effective treatment. 
With ACTH and cortisone and its analo- 
gues, we are not so fearful of this type 
of reaction. The worst feature it fre- 
quently displays is to become chronic and 
to recur for many months. It has been 
suggested with some rationale that these 
people may get enough penicillin in milk 
to prolong the rash. I have seen no evi- 
dence to support this logical speculation. 
Possibly much of our beef too contains 
penicillin. In such chronic cases there is 
often a marked dermographic component. 
The diagnosis is usually evident as the 
patient, his physician, or both know that 
he had had penicillin a few days to a few 
weeks before the onset of the reaction. 
We saw one case who had the sensitizing 
dose six weeks previously, if his history 
as confirmed by his physician is accurate. 

Histories are not always accurate. A 
physician’s wife with severe giant hives 
continuing into the sixth week after a 
very acute onset absolutely denied any 
possibility of penicillin being causative. 
Her husband confirmed her statements. 
We found her markedly dermographic. 
The doctor became a little impatient on 
being told that in our opinion his wife 
had a penicillin reaction. He insisted that 
we call his partner who had treated her 
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for an upper respiratory infection a week 
or so before the onset of symptoms. The 
partner confirmed the husband’s state- 
ments but added as an afterthought, “Ask 
her if she used any of the troches I gave 
Dr. at about that time”. She had. 
Four of them, and they were penicillin. 
Good treatment is still lots of water, 
1-1,000 aqueous epinephrine as needed, 
and large doses of antihistaminic at regu- 
lar intervals. In the absence of contra- 
indications such as peptic ulcer, tuber- 
culosis, and severe diabetes, ACTH or 
corticosteroids are quite in order. If the 
lesions tend to become indurated or in- 
flammatory, such treatment is almost de- 
manded. Usually consecutive daily doses 
of 80 units, 60 units, and 40 units, more 





or less, of ACTH-Gel are sufficient. We 
are beginning to like Prednisolone and 
Prednisone. These do not cause _ the 


marked water retention rather common 
with the use of the older preparations. 
The dosage schedule is usually started 
with 40 to 30 milligrams evenly spaced 
over the first twenty-four hours and re- 
duced as rapidly as improvement permits. 


It is the immediate reaction to peni- 
cillin that we fear. We produced one in 
our office in a patient to whom we had 
given penicillin on several occasions over 
a period of two or three years. Five 
minutes after the injection, this man ap- 
peared to be dying of asphyxia. He was 
extremely cyanotic, pulseless, and ceased 
to make any effort to breathe. With the 
first sign of reaction he was given 1 cc. 
of 1-1,000 aqueous epinephrine. Oxygen 
and artificial respiration were given. As 
my partner was trying for a vein with 
more epinephrine, the patient gasped. 
Soon we could synchronize our efforts 
with his gasping and by the time the fire 
department got there with a pulmotor we 
were in rhythm and could feel a pulse. 


Please let me emphasize that the effec- 
tive treatment in such a case is aqueous 
epinephrine and not antihistaminics or 
corticosteroids. When I read in a medical 
journal about the patient whose life was 
saved by an antihistaminic or other drug 
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than epinephrine, I shiver. Such a case 
probably would not have died anyhow if 
he lived until such slowly acting drugs 
eould take effect. Anaphylactic death is 
rapid, and only rapid measures are in 
order. 

The question in all of your minds is 
“Can we anticipate this reaction?” You 
have been only further confused by recent 
articles in the medical literature discuss- 
ing skin tests with penicillin and lamen- 
ting their unreliability. I can tell you 
only what I have seen, and the evidence 
here is decidedly that they can be antici- 
pated by a simple scratch test with the 
preparation to be used. Since the near 
disaster above, we have tested routinely 
with penicillin. I suspect that we have 
tested over 3,000 people. We have seen 
four positive reactions. Three of these 
were patients known to have had anaphy- 
lactic reactions whom we called in later 
for the tests. The other positive reaction 
was picked up in routine tests for an- 
other condition. When we told this woman 
that penicillin would be dangerous for 
her, she replied that she knew that al- 
ready. She had had to stop helping her 
husband treat his cattle as handling peni- 
cillin syringes caused immediate edema 
and respiratory symptoms. Dr. William 
Browning, of Shreveport, anticipated such 
a reaction from a skin test. He warned 
the patient against penicillin and informed 
her physician of this sensitivity. Some- 
time later a different physician gave this 
woman an injection of penicillin. She 
walked out of his office and died on the 
sidewalk a few moments later. We got a 
negative reaction on one patient supposed 
to have had an anaphylactic reaction to 
penicillin. On further inquiry into the 
case, we were of the opinion that his sup- 
posed anaphylactic reaction was syncope 
plus the effect of 5 cc. of 1-1,000 epi- 
nephrine given over a very short period 
of time. He at no time had dyspnea, 
erythema, or urticaria. 


It is our opinion that this dangerous 
type of reaction may be anticipated by 
putting a drop of the penicillin prepara- 
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tion to be given on the skin and scratch- 
ing through it with a needle or a scalpel. 
If a definite wheal, particularly an irregu- 
lar one, with erythema occurs within fif- 
teen minutes, we would consider penicillin 


dangerous. We can say positively, how- 
ever, that the skin test will not anticipate 
the delayed type of reaction, which is the 
common one seen from penicillin. 


ASPIRIN 

Now we come to a subject I dearly love 
to discuss—aspirin sensitivity. While as- 
pirin can cause a severe and rapidly fatal 
asthma, this is not the usual sensitivity 
reaction. Aspirin asthma will bear some 
discussion, however, as one may see it any 
day and it is always a surprise. The at- 
tack comes on suddenly and within a very 
few minutes is severe. The patient is apt 
to appear ashen rather than red, and may 
be quite cyanotic. If he is able to talk, 
he can tell you that he took an aspirin 
or some other medication perhaps twenty 
minutes before the onset of symptoms. 
Aspirin asthma seems to be purely atopic 
in its pathology and one does not have 
to be concerned with loosening mucus 
plugs or relieving pulmonary congestion 
if the case is seen early. It responds 
surely and promptly to 1-1,000 aqueous 
epinephrine. One injection usually termi- 
nates the attack. 

The common sensitivity reaction to as- 
pirin is an entirely different one and by 
no means as easy to diagnose. It is a 
massive angio-edema almost always about 
the head and face, with or without in- 
volvement of other areas; usually with. 
Tender nodules of tightly swollen sub- 
cutaneous tissue are apt to occur in the 
palms and soles, making walking or driv- 
ing actually painful. In our practice, the 
history is one of recurrence usually. You 
are more apt to see the first episode. I 
will give you my lecture repeated each 
year to the seniors at the University of 
Arkansas Medical School: ‘‘When you see 
a case of massive angio-edema about the 
head and face, with or without peripheral 
symptoms, and you are satisfied it is not 
due to penicillin, consider it due to aspirin 














Such a reaction 


until proven otherwise.” 
does, of course, occasionally occur with 
food sensitivity. This must always be con- 


sidered with the first attack. This re- 
action, however, would only occur from 
foods not frequently eaten; and if the 
patient himself did not diagnose it the 
first time, he almost certainly would the 
second. The victim never suspects aspirin. 
To the average person, aspirin is as com- 
mon a household article as soap or toilet 
paper and just as harmless. If he takes 
it at night, he has forgotten it by the 
next morning, if indeed he were con- 
scious that the BC he took contained as- 
pirin. 

Never ask such a person if he had as- 
pirin or any other drug or medication the 
night or a few hours before the onset of 
symptoms. If you do, you will create a 
mental block and he will start telling you 
so many reasons why it could not be as- 
pirin or medicine that he will completely 
forget to try to remember whether he 
took medicine or not. I know you are all 
thinking of that fellow you have seen in 
half a dozen attacks who had had no as- 
pirin. The chances are he is fooling him- 
self and you, too. He is most probably 
the man who will wind up in the aller- 
gist’s office, the patient whom this dis- 
course concerns. 

Ask him rather if he had a headache 
or a sore throat or any other minor symp- 
tom a few hours before the swelling oc- 
curred. He will remember that. Then 
ask him what he did for it. Maybe he 
gargled aspirin, took a Four-Way cold 
tablet, or a BC. Then give him lecture 
number one, to the effect that any tablet 
or powder or medicine he buys across the 
counter for minor ailments will almost 
certainly contain aspirin regardless of the 
label. When he comes back two or three 
weeks later with the same condition and 
remembers that he did take some Alka- 
Seltzer for a little indigestion, give him 
lecture number two. It is identical with 
number one. Numbers three and four are 
identical with numbers one and two re- 
spectively, but are less frequently given 
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in the order of ascending numbers. I have 
not had to give lecture number five, but 
when I do it will be the same as number 
one. The woman who has urticaria with 
her menses is usually aspirin sensitive. 

The skin test is worthless in determin- 
ing aspirin sensitivity. I am often asked 
whether these cases can take sodium sa- 
licylate. I have never hesitated to give 
the latter drug if needed to an aspirin 
sensitive individual, and do not recall ever 
having seen any allergic reaction. The 
treatment is the same as that of peni- 
cillin reaction, as the two are very simi- 
lar. Penicillin is prone to cause somewhat 
more violent symptoms and to be asso- 
ciated with fever and joint pain. It also 
tends to last longer, is more apt to be fol- 
lowed by dermographism, and may even 
assume a chronic state which will last for 
months. I am not at all sure that aspirin 
may not induce dermographism in some 
instances. 


Epinephrine, 1-1,000 aqueous, has been 
repeatedly mentioned today. My reason is 
that I fear someone may use the long- 
acting suspension in oil or gelatin. These 
preparations are not as reliable nor as 
rapid in action as the aqueous solution. 
Twice I have seen reactions from them, 
one from each, as frightening as most 
anaphylactic reactions, and much more 
difficult to treat. These two cases were 
very similar. The systolic blood pressure 
was near the 200 mark (one of these pa- 
tients was known to be hypotensive), the 
pulse was very rapid, pallor and appre- 
hension were marked, and both patients 
complained bitterly of severe headache 
and pain in the back. Fortunately, both 
injections had been given into the middle 
upper arm so that a tourniquet could be 
applied above. Alternate tightening and 
loosening was necessary on the first case 
for nearly six hours. We finally got the 
second one relieved after one-half grain 
of morphine. 


One more word about drugs in treating 
drug reactions: Antihistamines are effec- 
tive only in the urticarial reaction. They 
are worthless in contact dermatitis or 
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other inflammatory conditions, except 
used locally for their anesthetic effect, 
and here they are potent sensitizers. Epi- 
nephrine is effective only in the urticarial 
type. Ephedrine and other sympathomi- 
metics are so stimulating to the nervous 
system that they are hardly worth using. 
Corticosteroid therapy is effective in 
treating almost any type of allergic re- 
action. There are definite contraindica- 
tions to its use as you all know, but oc- 
casionally these may be relative rather 
than absolute. One may have to take a 
calculated risk but the dangers of such 
therapy may be minimized by proper 
measures. Except for the definite contra- 
indications, the short courses of cortico- 
steroid therapy usually necessary seem to 
be very safe. We have used it in one form 
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or another on possibly 50 cases of severe 
drug reaction without any untoward ef- 
fect. 

SUMMARY 

Drug hypersensitivity is becoming more 
frequent. Almost any drug may cause a 
variety of dermatosis, but certain drugs 
so characteristically cause certain types 
of reactions that one can usually strongly 
suspect them from the appearance of the 
skin. 

Special attention is given to penicillin 
and aspirin sensitivity. Many of the dan- 
gerous anaphylactic reactions from peni- 
cillin may be anticipated by a skin test. 

The few drugs needed in treating vari- 
ous drug allergy reactions are briefly 
discussed. 











Editorial 


The Journal of the 


Louisiana State Medical Society 
Established 1844 


Published by The Journal of the Louisiana 
State Medical Society, Inc. under the jurisdiction 
of the following named Journal Committee: 

Paul D. Abramson, M. D., Ex-Officio 
E. L. Leckert, M. D., Chairman 
C. M. Horton, M. D., Vice-Chairman 
Sam Hobson, M, D., Secretary 
Edwin H. Lawson, M. D. 

J. E. Knighton, M. D. 


EDITORIAL STAFF 
rie i. in oT. ——_ 
COLLABORATORS—COUNCILORS 

C. J. Brown, M. D. 

J. E. Clayton, M. D. 

Guy R. Jones, M. D. 

Ralph H. Riggs, M. D. 

C. Prentice Gray, Jr., M. D. 
Arthur D. Long, M. D. 

J. Y. Garber, M. D. 

R. E. C. Miller, M. D. 


C. Grenes Cole, M. D._...... General Manager 
1430 Tulane Avenue 


SUBSCRIPTION TERMS: $4.00 per year in 
advance, postage paid, for the United States; 
$4.50 per year for all foreign countries belong- 
ing to the Postal Union. 


News material for publication should be re- 
ceived not later than the eighteenth of the month 
preceding publication. Orders for reprints must 
be sent in duplicate when returning galley proof. 


Manuscripts should be addressed to the Editor, 
1430 Tulane Ave., New Orleans, La. 


The Journal does not hold itself responsible 
for statements made by any contributor. 





OFFICERS OF THE LOUISIANA 
STATE MEDICAL SOCIETY FOR 
THE COMING YEAR 

At the Seventy-sixth Annual Meeting 
of the Louisiana State Medical Society, 
held in Alexandria, on April 23-25, offi- 
cers were elected for the coming year, 
who are conscientious and capable, and 
to whom the Society can entrust the op- 
eration of its affairs with confidence and 
security. 

Dr. Paul D. Abramson, outstanding sur- 
geon of Shreveport, has been an active 


and capable executive in 
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Caddo Parish 
Medical Society for many years. He has 
served with value and distinction on the 
Council of the Society for a long succes- 
sion of terms. His experience in the 
affairs of organized medicine has been 
one which will be most valuable to our 
Society. While the groundwork for the 
legislative battle over the bill to license 
chiropractors has been well laid in the 
previous administration, the Society can 
consider itself most fortunate to have a 
President whose capabilities have been 
demonstrated so well in previous years. 

The President Elect is Dr. H. Ashton 
Thomas, prominent ENT physician of 
New Orleans. Dr. Thomas has_ been 
President of the Orleans Parish Medical 
Society, has served capably on many as- 
signments connected with that organiza- 
tion, and for many years has been Chair- 
man of the Council. As such, his judicious 
and careful attention to the complex 
problems presented to the Council has 
brought commendation and appreciation 
from the House of Delegates and the 
membership. It is a pleasure to congratu- 
late him on his election as President 
Elect. 

The first Vice President, Dr. H. H. 
Hardy, Jr., of Alexandria, has served the 
Society well as a Councilor, as a Vice 
President, and as a capable and active 
worker in our affairs in Alexandria for 
many years. He is a most active and re- 
spected surgeon. The Society owes him 
thanks also for acting as General Chair- 
man for the meeting just held, which was 
so satisfactory for the organization and 
so pleasant for the membership. 

The second Vice President, Dr. Eugene 
B. Vickery of New Orleans is well known 
to all of us and has served capably on the 
Executive Committee many times. 

Dr. Eugene St. Martin of Shreveport 
is third Vice President, and brings to the 
Executive Committee a valuable experi- 
ence in his activities in the Caddo Parish 
Medical Society. 

Dr. C. Grenes Cole of New Orleans con- 
tinues as Secretary-Treasurer to the great 
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satisfaction of all and to the benefit and 
security of our organization. His long 
experience and mature judgment continue 
to serve the highest interests of our or- 
ganization, for which the entire member- 
ship is deeply grateful. 

Dr. W. Robyn Hardy of New Orleans 
and Dr. O. B. Owens of Alexandria were 
re-elected as Chairman and Vice-Chair- 
man, respectively, of the Society’s House 
of Delegates. It is to their credit and 
careful planning that so much of the or- 
ganization’s business can be dispatched in 
the space of one and a half days, and at 
the same time, give everyone a feeling of 
fairness and justice in the conduct of the 
proceedings. 

The place of Dr. Ashton Thomas on the 
Council was taken by Dr. Cuthbert J. 
Brown of New Orleans whose experience 
in the Orleans Parish Medical Society and 
in the State Society qualify him most ad- 
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mirably for this responsible position. 

To the satisfaction of the membership, 
the other members of the Council remain 
the same. This body which administers 
an important portion of the Society’s af- 
fairs continues to merit the respect and 
admiration of all. In a period in which 
its duties and responsibilities seem to be 
increasing in complexity, we are most for- 
tunate in having such a stable and judici- 
ous group. 

The responsibilities for the officers of 
our Society are greater this year than 
they have been in many other years. We 
are happy to congratulate them, and also, 
felicitate ourselves on the selection made 
by the House of Delegates. 





ERRATA 
Vol. 108. No. 2 (February 1956) page 64, 
first paragraph, line 9: Instead of families, in- 
sert family units. On page 65, first column, line 
9: Instead of $8.51, insert $80.51. 





ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


ABSTRACTED MINUTES 

HOUSE OF DELEGATES 

1956 ANNUAL MEETING 
April 23-25 

Minutes of the 1955 meeting of House of Dele- 
gates approved as recorded. 

Minutes of meetings of Executive Committee 
since 1955 meeting of House of Delegates ap- 
proved as recorded. 

Special Order 

Appointment of Committees: Credentials:—Dr. 
R. L. Buck, New Orleans, Chairman; Dr. I. W. 
Gajan, New Iberia and Dr. Ben Fendler, Alex- 
andria. President’s Report:—Dr. J. Kelly Stone, 
New Orleans, Chairman; Dr. C. J. Brown, New 
Orleans and Dr. Arthur D. Long, Baton Rouge. 
Resolutions:—Dr. J. E. Clayton, Norco, Chair- 
man; Dr. R. E. Gillaspie, New Orleans and Dr. 
H. H. Hardy, Jr., Alexandria. 

Introduction and recognition of new members of 
the House of Delegates. 

Roll of members who died since 1955 meeting 
read. 

Talk by Dr. Louis McDonald Orr, Vice-Speaker, 
House of Delegates, American Medical Associa- 
tion. 


Greetings from Dr. G. S. Daly, Delegate from 
the Mississippi State Medical Association. 

Introduction of Mr. Paul J. Perret of the firm 
of Perret and Kalman employed by the Society 
as Public Relations Counselors. 

Introduction of Mr. Charles Matthews appoint- 
ed by the technical exhibitors to receive sugges- 
tions and to collaborate with members of the 
Society in any way possible for the benefit of 
the meeting. 

Telegram sent to Dr. King Rand wishing for 
him a speedy recovery. 

Appreciation to Rapides Parish Medical Soci- 
ety for entertainment given on Tuesday evening 
during the meeting. 

Greetings from representatives of the Woman’s 
Auxiliary: Mrs. Clark Bailey, Third Vice-Presi- 
dent, Woman’s Auxiliary to the AMA: Mrs. 
Arthur A. Herold, Parliamentarian, Woman’s 
Auxiliary to the AMA; Mrs. Jules Myron David- 
son, Immediate Past President, Woman’s Auxili- 
ary to Louisiana State Medical Society; Mrs. W. 
A. K. Seale, President, Woman’s Auxiliary to 
Louisiana State Medical Society. 

Communications 
Adams and Reese, Attorneys-at-Law represent- 
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ing the Society, containing suggestion that com- 
mittee be appointed to study various systems used 
throughout the United States for medical defense; 
also suggestion that special committee be appoint- 
ed to investigate systems used in re medical testi- 
mony: referred to Executive Committee for ac- 
tion. 
Action Taken 

Suggestion that members of the State Medical 
Society in certain positions be given clearance 
from the Society for press, radio and television 
contacts or releases: Rejected. 

Request that the Executive Committee be asked 
to consider group plan for malpractice insurance: 
Approved. 

Membership of State Society and Woman’s Aux- 
iliary in LOSL: Approved. 

Recommendation of Dr. E. L. Leckert and Dr. 
E. L. Zander in re expiration of term of ap- 
pointment of Dr. Leckert on Louisiana State 
Board of Medical Examiners. 

Reports without Recommendations 

Following reports accepted as printed:—Secre- 
tary-Treasurer, Chairman of Council, Councilors: 
First District, Second District, Third District, 
Fourth District, Fifth District, Sixth District, 
Seventh District, Eighth District; Committees: 
Accreditation of Hospitals, Advisory to Selective 
Service, Aid to Indigent Members, Arrangements 
—1956 Annual Meeting, Blood Banks, Budget and 
Finance, Child Health, Chronic Diseases, Commit- 
tees, Congressional Matters, Domicile, Gamma 
Globulin and Salk Vaccine, Geriatrics, History of 
Medicine in Louisiana, Hospitals, Industrial 
Health, Lectures for Colored Physicians, Liaison 
with Louisiana State Nurses’ Association, Louisi- 
ana Organizations for State Legislation, Mal- 
practice Insurance Rates, Medical and Hospital 
Service in re Insurance Contracts, Medical De- 
fense, Medical Education, Medical Indigency, Med- 
ical Testimony, Mental Health, National Emer- 
gency Medical Services, Neuropsychiatric Service 
at Charity Hospitals, Public Health of the State 
of Louisiana, Scientific Work, State Hospital Poli- 
cies, Woman’s Auxiliary, Council on Medical Ser- 
vice and Public Relations. 

Chairman of Committee on History of Medicine 
in Louisiana requested support of members in 
preparation of history which will soon be avail- 
able for purchase. 

Report of Louisiana State Board of Medical 
Examiners: resolution to Secretary in re activity. 


Reports with Recommendations 

President: Referred to Committee on Presi- 
dent’s Report and report of this committee which 
recommended approval of all of the following 
recommendations with comments as indicated, was 
accepted: 1. Questionnaire to secretaries of par- 
ish medical societies and councilor of each dis- 
trict, in regard to the activities of respective so- 
cieties.—It is believed that this will be very help- 
ful in coordinating activities of parish societies 
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and State Society. 2. Meetings of presidents and 
secretaries of the parish and district societies to 
be held semi-annually, to better coordinate efforts 
for improvement of Organized Medicine.—Suggest 
one of these meetings be held at or during reg- 
ular meeting of State Society. 3. District coun- 
cilors make every effort to better organize the 


district and parish societies—Committee feels 
this is most important. 4. Continue membership 
in LOSL and the committee representing the 


State Society be selected from the personnel of 
the Committee on Public Policy and Legislation. 
—Heartily endorse. 

Past Presidents’ Advisory Council: 
ment of a Committee to confer with Governor 
Long in regard to all medical problems: Ap- 
proved. 2. Disapproval of scholarships for gradu- 
ate nurses: Approved. 3. Committee be appointed 
to investigate what should be done in regard to 
investigation of Medical Defense cases before 
State Society agrees to defend case: Referred to 
Executive Committee. 4. Investigation as to what 
shall be done about medical testimony: Referred 
to Executive Committee. Council reported sending 
messages to Drs. Matas and Rand; .also election 
of Dr. C. M. Horton as President and Dr. Max 
M. Green as Secretary of Past Presidents’ Advi- 
sory Council. 


1. Appoint- 


Committee on Alcoholism: 1. Louisiana State 
Medical Society support present plans for treat- 
ing alcoholics within the State Mentai Hygiene 
program: Approved. 2. Louisiana State Medical 
Society offer official recognition to Alcoholics 
Anonymous by approving their activities, recog- 
nizing that this is a form of group therapy of 
proven benefit to the alcoholic: Rejected. 3. Rec- 
ommendation be made to hospitalization insurance 
groups that alcoholism be classed as a chronic 
disease as compensable as any other long-term 
illness: Rejected. 4. Louisiana State Medical 
Society unequivocally oppose conduct of any medi- 
cal program for indigent alcoholics outside of the 
State Mental Hygiene program: Rejected. 5. Lou- 
isiana State Medical Society unequivocally oppose 
treatment of alcoholics other than indigent, by 


state, civic or any other “welfare” groups: Re- 
jected. 
Committee on American Medical Education 


Foundation: 1. Members of State Society be 
urged to make voluntary contributions to AMEF: 
Approved. 2. Delegates to AMA be instructed to 
oppose the policy of compulsory assessment to 
AMEF: Approved. 
Cancer Commission: 1. 
Tumor Registry now 


State Society approve 
in operation at Charity 


Hospital in New Orleans; and Dr. Ambrose 
H. Storck be appointed by the State So- 
ciety as its representative to same: Approved. 


2. An amount of $500.00 be budgeted for use, if 
necessary, by the Commission in carrying out its 
various functions during the forthcoming year: 
Approved. 
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Committee on Diabetes: 1. Increased effort by 
the House of Delegates and presidents of com- 
ponent societies -to have each parish and district 
society form a committee on diabetes: Approved. 
2. Diabetic clinics be set up throughout the state: 
Rejected. 3. Committee on Diabetes for 1956-57 
arrange for publication of editorials and articles 
on diabetes in The Journal of the Louisiana State 
Medical Society prior to Diabetes Detection Week: 
Approved. 4. Consideration of diabetic forums 
for lay people: Rejected. 

Committee on Federal Medical Services: 1. In- 
struct delegates to the AMA to introduce such 
resolutions as they see fit requesting the AMA 
to take further vigorous steps nationally to solve 
the ineligible connected 
VA medical care: Approved. 2. Alert all mem- 
bers of the State Society as to their responsibili- 
approving connected cases, 
since their patients will become poten- 
tial wards of the taxpayer in a back door social- 
ized system: Approved. 3. Alert all 
bring specific cases to the attention of their con- 
with 
Approved. 

Committee on Journal: 1. Members of the State 
Society be urged to submit scientific material for 
publication in the Journal: Approved. 2. Dr. 
Edwin H. Lawson and Dr. E. L. Leckert be re- 
tained as members of the Committee on Journal: 
Approved. 

Committee on Maternal Welfare: 1. 
tion of plan submitted for maternal death inves- 
Referred to Executive Committee. 
Committee on Mediation: 1. 
four members of Committee from same 
area: Referred to Committee on Committees 
which referred recommendation to Executive Com- 
mittee. 2. Consideration of appointment of sub- 
committees in points throughout the 
State: teferred to Committees 
which referred recommendation to Executive Com- 
mittee. 


problem of non-service 


ties in non-service 


most of 
members to 


gressional delegates a view to securing 


remedial legislation: 


Considera- 


tigation: 
Appointment of 
three or 


strategic 
Committee on 


Committee on Publie Policy and Legislation: 
1. Services of Mr. Percy J. Landry, Jr. be con- 
tinued: Approved. Supplemental Report: 1. No 
attempt be made for increase in penalty bill this 
year: Approved. 2. Work for a commission study 
bill be continued: Approved. 3. Oppose proposed 
nursing bill: Approved. 

Resolutions: 1. It is recommend- 
ed that a copy of these resolutions be sent to each 
person and organization mentioned and also pub- 
lished in The Journal of the Louisiana State 


Medical Society: Approved. 


Committee on 


on Rural and Urban Health: 1. Com- 
tural and Urban Health be continued: 
2. Appropriation of $1000 be approved 
for expense of this Committee during 1956: 
viously approved by 
mittee. 


Committee 
mittee on 
Approved. 
Pre- 
Finance Com- 


3udget and 





RESOLUTIONS APPROVED 
Louisiana State Board of Medical Examiners 
Resolution to Secretary complimenting the 

Board for their activities; copy to be sent to Gov- 
ernor and Governor-elect. 
Director of State Department of Health 
“WHEREAS, Dr. S. J. Phillips, Director, Loui- 
siana State Department of Health, has been ex- 
tremely cooperative with the Louisiana State 
Medical Society in all matters affecting the pub- 
lic’s health in the State of Louisiana, and 


“WHEREAS, Dr. Phillips has performed his 
duties in said Department with diligence and 
efficiency, 


“NOW THEREFORE, Be It Resolved by the 
Louisiana State Medical Society in convention 
assembled that we do hereby recognize the ser- 
vices of Dr. Phillips in the Louisiana State De- 
partment of Health and wish to commend him 
for his great service in the Department in main- 
taining and advocating the highest type health 
standards for the citizens of this State and for 
his extreme cooperation with the Louisiana State 
Medical Society in all matters pertaining to the 
public’s health and for the manner in which he 
has conducted his Department. 

“BE IT FURTHER RESOLVED that this reso- 
lution be incorporated in the minutes of this 
meeting.” 

HR 7225 

“WHEREAS, the House of Delegates of the 
Louisiana State Medical Society strongly opposes 
the disability payment feature of HR 7225, and 

“WHEREAS the Executive Committee of the 
Louisiana State Medical Society has taken simi- 
lar position and made suitable representation be- 
fore the Committee on Finance of the United 
States Senate; 

“BE IT RESOLVED that this House of Dele- 
gates confirm the action and position taken by 
the Executive Committee, and 

“BE IT FURTHER RESOLVED that this ac- 
tion be made known to the Senate Finance Com- 
mittee.” 

AMENDMENTS ADOPTED 

Article IV. (Composition of the Society) Sec- 
(Submitted in 1955 by Committee on Re- 
vision of Charter, Constitution and By-Laws and 
approved by Past Presidents Advisory Council 
and House of Delegates). Active Members—The 
active members of this Society shall be the active 
members of the component district and parish 
medical societies, who shall be approved by the 
Executive Committee of the State 
Medical Society; also physicians otherwise eligible 
to active membership in any district or parish 
not having a component society; provided, that 
after the organization in such district or parish 
of a component society they shall become mem- 
bers of said society or forfeit membership in the 
State Society. 

Article IV. (Composition of the Society) See- 


tion 1. 
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tion 2. (Submitted in 1955 by Committee on Re- 
vision of Charter, Constitution and By-Laws and 
approved by Past Presidents Advisory Council 
and House of Delegates). Associate members— 
Associate members of component societies who 
shall be approved by the Executive Committee of 
the Louisiana State Medical Society, who will be 
eligible for associate membership; also physicians 
in the service of the Veterans’ Bureau, Army, 
Navy or Public Health Service of the United 
States, who are on active duty and stationed in 
the state may be elected to associate membership 
when endorsed by two active members in good 
standing of the Society to whom they are per- 
sonally known. Such membership is not to have 
the privileges of executive character or protec- 
tion of medical defense. Dues for associate mem- 
bership will be one-half amount of dues for ac- 
tive membership. 

Article IV. (Composition of the Society) Sec- 
(Submitted in 1955 by Committee on Re- 
vision of Charter, Constitution and By-Laws and 
approved by Past Presidents’ Advisory Council 
and House of Delegates). Intern Members—Phy- 
sicians serving internships or residencies in ac- 
credited hospitals shall during their period of 
internship or residency be eligible to membership 
in this Society through their respective compo- 
nent societies as intern members upon approval 
of the Executive Committee of the Louisiana 
State Medical Society. Thev shall not be entitled 
to medical defense, nor shall they be eligible 
to hold office or vote. Dues for intern members 
shall be $1.00 per year. 


tion 5. 


ELECTION OF OFFICERS, DELEGATE AND 
ALTERNATE TO AMA AND COMMITTEES 
President-elect — Dr. H. Ashton Thomas, New 

Orleans 
First Vice-President — Dr. H. H. Hardy, Jr., 

Alexandria 
Second Vice-President—Dr. Eugene B. Vickery, 

New Orleans 
Third Vice-President—Dr. 

Shreveport 
Chairman of House of Delegates—Dr. W. Robyn 

Hardy, New Orleans 
Vice-Chairman of House of Delegates — Dr. O. B. 

Owens, Alexandria. 

Councilor, First District — Dr. C. 

New Orleans 
Councilor, Second District—Dr. J. 

Norco 
Councilor, Fourth District—Dr. Ralph H Riggs, 

Shreveport 
Councilor, Fifth District—Dr. C. P. Gray, Jr., 

Monroe 
Delegate to AMA (1957 and 1958)— Dr. P. H. 

Jones, New Orleans 
Alternate to Delegate to AMA (1957 and 1958) 

—Dr. C. B. Odom, New Orleans 


Committee on Committees—Dr. E. L. 


Eugene St. Martin, 


J. Brown, 


E. Clayton, 


Leckert, 
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New Orleans, Chairman; Dr. J. Kelly Stene, New 
Orleans; Dr. Wm. E. Barker, Jr., Plaquemine. 

Committee on Journal—Dr. E. L. Leckert and 
Dr. Edwin H. Lawson, both of New Orleans. 

Committee on Medical Defense — Dr. W. A. 
Ellender, Houma. 

Committee on Public Policy and Legislation— 
Dr. Arthur D. Long, Baton Rouge, Chairman; 
Dr. E. L. Zander, New Orleans; Dr. J.’ E. Clay- 
ton, Norco; Dr. Leo Kerne, Thibodaux; Dr. C. E. 
Boyd, Shreveport; Dr. Arthur E. McKeithen, 
Hodge; Dr. P. L. McCreary, Lake Charles; Dr. 
M. B. Pearce, Alexandria. 

Committee on Scientifie Work—Dr. Sam Hob- 
sen, New Orleans; Dr. M. D. Hargrove, Shreve- 
port. 

FUTURE ANNUAL MEETINGS 

Dates and places:—1957 — New Orleans, May 
5-8; 1958 — Shreveport, dates to be selected by 
Executive Committee. 





REPORT OF COMMITTEE ON RESOLUTIONS 
1956 ANNUAL MEETING 

All members and guests who have participated 
in the 1956 Annual Meeting held in Alexandria, 
April 23-25, appreciate very much the efforts 
and accomplishments of many individuals and 
groups who have rendered service in connection 
with this Meeting; therefore, BE IT RESOLVED 
that the Louisiana State Medical Society express 
appreciation for assistance by the following: 

Dr. H. H. Hardy, Jr. and personnel of Com- 
mittees on Arrangements and all members of 
the Rapides Parish Medical Society, hosts to the 
Meeting. 

Rev. Sam Reeves who offered the invocation 
at the official opening meeting of the Society. 

Hon. W. George Bowdon, Jr., Mayor of the 
City of Alexandria, for his cordial welcome to 
the City. 

Dr. Louis McDonald Orr or Orlando, Florida, 
for the annual oration presented at the opening 
meeting and also for his informative address 
before the House of Delegates. 

The following out-of-state guests who partici- 
pated in the scientific program: 

Dr. Alan G. Cazort—Little Rock, Arkansas 

Dr. Wilburt C. Davison—Durham, North 

Carolina 
Dr. C. D. Head, Jr.—Denton, Texas 
Dr. James S. Hunter, Jr.—Rochester, 
Minnesota 

Dr. Benjamin Manchester—Washington, D. C. 

Dr. John H. Moyer—Houston, Texas 

Dr. Eugene P. Pendergrass—Philadelphia, 

Pennsylvania 

Dr. Edwin L. Rippy—Dallas, Texas 

Dr. H. William Scott—Nashville, Tennessee 

The Alexandria Chamber of Commerce for 
cooperation in connection with many phases of 
the meeting and particularly for Mrs. Hill who 
furnished assistance at the registration desk by 
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securing the services of Miss Doris Ann Vellotta 
and Mrs. Christine Britz. 

Mr. Paul J. Perret and Mr. Paul R. Kalman, 
Jr, who have rendered most valuable service to 
the organization during the past several months, 
public relations counselors, and have given 
much time and energy in their efforts to secure 
adequate coverage of the meeting in the press 
and through the radio and TV stations. 

The Alexandria Daily Town Talk and other 
newspapers throughout the State for publicity 
prior to and during the time of the meeting. 

Radio Stations KALB, KSYL and KALB-TV 
for time given on these stations. 


as 


Scientific exhibitors whose exhibits added 


much interest to the meeting. 

Pharmaceutical, surgical and other companies 
which had technical exhibits. 

All companies which purchased space for ad- 

vertising in the program with special thanks 
to Dr. C. J. Ellington, Jr. who secured contracts 
from many local advertisers. 
The Hotel Bentley, headquarters for the meet- 
ing, for excellent service rendered members at- 
tending the meeting as well as facilities for 
various sessions in connection with the meeting; 
also other hotels and motels in Alexandria for 
accommodations furnished. Mr. Joe Spera, Bell 
Captain at the Hotel Bentley, who has rendered 
exceptional service prior to and during the time 
of the meeting. 


The Alexandria Golf and Country Club for 
facilities furnished. 

Hospitals in Alexandria and Pineville which 
offered medical tours during the time of the 
meeting. 


Dr. Edwin H. Lawson, Secretary of the Lou- 
isiana State Board of Medical Examiners, for 
his report submitted to the House of Delegates. 

Officers and members of the Woman’s Auxili- 
ary who furnished an interesting program for 
members of the Auxiliary. 

Mr. Perey J. Landry, Jr., legislative consultant 
who has been most helpful to the medical pro- 
fession through his contacts with members of 
the legislature in behalf of the doctors of the 
state and his cooperation and assistance to the 
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officers and committees of the Society in such 
matters; also for his informative talk before 
the House of Delegates. 

Dr. Max M. Green who has served so capably 
during the past year as President of this organi- 
zation. 

Dr. W. Robyn Hardy who handled subjects be- 
fore the House of Delegates in a most expediti- 
ous manner. 

Dr. C. Grenes Cole, Secretary-Treasurer, who 
has continued to render invaluable service to the 
organization. 

Miss Annie Mae Shoemaker, Assistant Secre- 
tary-Treasurer, and the entire secretarial staff 
for their efficient handling of details prior to 
and during the time of the meeting. 


RECOMMENDATION 
It is recommended that a copy of these reso- 
lutions be sent to each person and organization 
mentioned and also be published in the Journal 
of the Louisiana State Medical Society. 
R. E. GILLASPIE, M. D., Member 
H. H. HARDY, JR., M. D., Member 
J. E. CLAYTON, M.D., Chairman 


REPORT OF COMMITTEE ON MEDICAL 
DEFENSE 

In the past twelve months this Committee has 
received four requests for assistance in defense 
against legal action for alleged malpractice. The 
Committee unanimously agreed to defend these 
suits, however none of these cases has yet 
come to trial. 

This number represents a noticeable reduction 
in the annual number of such requests which in 
the three preceding periods were six, six and 
eight. Let us hope that this trend will continue. 

Two cases, reported previously, have been 
settled by compromise agreement, which action 
was recommended by our attorney. Also one 
suit, instituted in 1954, resulted in a _ verdict 
favorable to the defendant. 

All other cases which have not been previous- 
ly reported as finally disposed of are awaiting 
trial. This includes one which was appealed by 
the plaintiff. 

Cc. B. ERICKSON, M. D., Chairman 
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MEDICAL NEWS SECTION 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays 

of every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


CARDIOVASCULAR SEMINAR 
MISSISSIPPI HEART ASSOCIATION 
The Annual Cardiovascular Seminar, sponsored 
by the Mississippi Heart Association, will be held 


at the University Medical Center in Jackson, 
Miss., June 13-14-15. 

Lecturers for the course will be Dr. Rachel 
Ash, Dr. C. Walton Lillehei, Dr. Franklin D. 


Johnston, Dr. Michael DeBakey and Dr. Lewis 
Dexter. 

Case presentations will be made by Dr. Wesley 
Lake of Pass Christian, Dr. John Wafer of 
Shreveport, La., and Dr. Robert Sloan of the 
University Medical Center. 

Inquiries may be addressed to the Public In- 
formation Department, University Medical Cen- 
ter, Jackson. 





THE NEW ORLEANS GRADUATE MEDICAL 
ASSEMBLY ELECTS NEW OFFICERS 
FOR 1956 - 1957 

The twentieth annual meeting of The New 
Orleans Graduate Medical Assembly will be held 
March 11-14, 1957, headquarters at the Munici- 
pal Auditorium. 

The following officers and members of the 
Executive Committee have been elected for this 
year: 

Dr. Eugene H. Countiss, President 

Dr. Charles L. Brown, President-elect 

Dr. Edwin L. Zander, First Vice-President 

Dr. Barrett Kennedy, Second Vice-President 

Dr. Joseph N. Ané, Third Vice-President 

Dr. Maurice E. St. Martin, Secretary 

Dr. Ralph M. Hartwell, Treasurer 

Dr. Ambrose H. Storck, Director of Program 

Dr. V. Medd Henington, Assistant Director of 

Program 
Dr. Marshall L. Michel, Jr., Assistant Director 
of Program 
Executive Committee 
Dr. Donovan C. Browne (retiring President) 
Dr. George D. Feldner 


Dr. W. E. Kittredge 
Dr. George C. Battalora 
Dr. Sam Hobson 





ENDOCRINE SOCIETY TO HOLD EIGHTH 
ANNUAL POSTGRADUATE ASSEMBLY 
The Eighth Annual Postgraduate Assembly of 

the Endocrine Society, in cooperation with The 


University of Texas Postgraduate School - of 
Medicine and The Unversity of Texas M. D. 
Anderson Hospital and Tumor Institute, will 


hold its 8th Annual Assembly at The University 
of Texas M. D. Anderson Hospital and Tumor 
Institute in Houston, Texas on October 22-27, 
1956. 

The tuition fee for this course is 
Inquiries should be directed to: 

The University of Texas, Postgraduate School 
of Medicine, Texas Medical Center, Houston 25, 
Texas. 


$100.00. 





RADIOLOGICAL SOCIETY ELECTS 
NEW OFFICERS 

On April 22, 1956 the Radiological Society of 
Louisiana held its annual meeting and the fol- 
lowing officers were elected: 

President, J. V. Hopkins, Jr., M.D., New Or- 
leans; Vice-President, W. H. Carroll, M.D., 
Shreveport; Secretary - Treasurer, W. S. Neal, 
M. D., New Orleans. 





CHEMICAL POISONING TREATMENT 
OUTLINED 

Physicians today were advised on methods of 
treating organic phosphate poisoning, which has 
become increasingly prevalent in recent years 
through the misuse of some insecticides. 

The potential use of these same phosphate 
compounds as chemical warfare agents also 
makes it important that physicians become better 
acquainted with ways of diagnosing and treat- 
ing such poisoning, two University of Illinois 
scientists said in the Nov. 19 Journal of the 
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Medical Association. 

The compounds are among the most powerful 
insecticides yet developed and extensive agricul- 
tural use has resulted in many accidents and 
deaths, they said. 

The best known methods of treatment include 
the administration of the drug atropine sulphate 
to control nervous system effects; artificial res- 
piration to treat respiratory failure, and general 
treatment for other symptoms. 

In a review of literature on the subject, they 
found that atropine must be given as soon as 
possible in larger than normal doses in order to 
combat the poisoning. The review of 25 cases 
showed a direct relationship between survival, 
the amount of atropine given, and the speed of 
administration, they said. 


American 


DRUG PRICES 

In the last fifteen years drug prices have 
trailed far behind the spiraling cost of living, 
Eugene N. Beesley, president of Eli Lilly and 
Company, told leading pharmacy educators of 
the United States, Canada, and Puerto Rico at 
an industrial seminar September 1. 

Beesley pointed out that United States govern- 
ment figures show the total consumer price in- 
dex increased 77.1 percent from 1939 through 
1954 while the drug and prescription price index 
went up only 32.9 percent. 

Representatives from eighty-three pharmacy 
three countries and from phar- 
attended a five-day indus- 
Lilly August 29 through 


colleges in the 
macy 
trial seminar at 
September 1. 


organizations 
from 


Speaking at a dinner for the pharmacy lead- 
ers, Beesley pointed out that in 1954 the Ameri- 
can people were spending only 0.64 percent of 
(income after taxes) 
for drugs and prescriptions as compared to 0.87 
percent spent in 1939. 

“Comparing it in another way,” he said, ‘“‘dis- 
posable income in the fifteen-year period went 
up 262 percent, whereas personal expenditures 
for drug preparations went up 167 percent. 
Therefore, the conclusion is clear that people 
in the United States today are not spending as 
large a proportion of their income for pre- 
scriptions and drugs as they did in 1939.” 


disposable personal income 


HAS LIMITATIONS 

While skin planing is the best treatment yet 
devised to improve acne scars, it cannot produce 
“miraculous new skin,’’ according to a_ report 
in the Nov. 26 Journal of the American Medical 
Association. 

The report, prepared by dermatologists, 
Drs. Herbert Rattner, and Charles R. 
tein, New York, was written at the request of 
the A.M.A.’s Committee on Cosmetics. 

An accompanying Jaurnal editorial said, ‘‘En- 


two 
Chicago, 
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thusiasm for this method should not be discour- 
aged, but its limitations must be clearly under- 
stood by the physician and the patient. Derm- 
abrasion can improve skin appearance in many 
patients; it cannot help others.” 


The operation, first introduced in 1952, is new 
in technique, though not in principle. The skin 
is “frozen”? and then abraded with a motor- 


driven wire brush, which is manipulated in short 
strokes. The procedure is repeated, progressing 
from area to area, until all the scars have been 
planed away. More than one treatment is often 
necessary. 

NEW PENICILLIN 

A new penicillin which is acid-resistant and 
gives significantly higher blood levels in oral 
doses than penicillin—G is being introduced by 
Eli Lilly and Company. 

Marketed as ‘V-Cillin’ (Penicillin V, Lilly), 
the new antibiotic is the acid form of phenoxy- 
methylpenicillin. The sodium salt of this peni- 
cillin first was described by Behrens and his 
associates of the Lilly Research Laboratories. It 
Was one among a series of new crystalline bio- 
synthetic penicillins discovered by the Lilly sci- 
entists. The solid acid form of phenoxymethyl- 
penicillin was first prepared by scientists of 
Biochemie, of Austria. 

Because ‘V-Cillin’ is highly stable in the stom- 
ach acids, more of it is made available for ab- 
sorption. Thus, the clinical trials show thera- 
peutic concentrations of ‘V-Cillin’ in the blood 
are not only higher but are achieved more rapid- 
ly and are more prolonged than those of peni- 
cillin—G. 

TUBERCULIN TEST CALLED KEY 
TO TB PROBLEM 

“The tuberculin test has become the master 
key to the tuberculous problem,”’ four Minnesota 
researchers have reported. 

After a 28-year study of mass tuberculin test- 
ing of school children, they made two predic- 
tions: that if new antimicrobial drugs work, TB 
may be cured for the first time in history; and 
that mass testing may mean “tracking down 
and destroying the last tubercle bacilli.” 

The injection of a small amount of tuberculin 
reveals the presence of tuberculosis earlier than 
any other method, they said in the Sept. 17 
Journal of the American Medical Association. It 
does so with “uncanny accuracy,” and before 
signs are evident through chest x-ray, they said. 

They explained that infected persons become 
“‘reactors”’ to the tests within a few weeks after 
infection. In this early stage antimicrobial drugs 
may destroy the bacilli. Later, when the disease 


reaches the stage where x-ray shows its presence, 
the drugs may not destroy all bacilli. 
tested 


If non- 


reactors are periodically they can be 














Woman’s Auxiliary 


caught and treated soon after the bacilli “in- 
vade” the body. 

The best time to start routine tuberculin test- 
ing is in childhood, and a widespread movement 
now is under way to test school children every- 
where. Eventually, they said, there will be “no 
alternative’ but periodical testing of all 
reactors. 


non- 


WIDER KNOWLEDGE OF CHEMICAL 
HEALTH HAZARDS NEEDED 

The Committee on Toxicology of the American 
Medical Association has embarked on a program 
to acquaint the public with some of the dangers 
of the many chemical products used in the 
home, on the farm, and in industry. 

Understanding of the uses and potential dan- 
gers of the almost quarter million different 
brand name chemical products is needed to pre- 
vent the estimated 3,300 accidental poison 
deaths which result each year from misuse of 
chemicals. 

The array is so large and so many combina- 
tions of chemicals are possible that no complete 
catalogue of all available products has 
made, the committee said. 

As part of its campaign, the committee spon- 


been 


4). 
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sored a symposium on health hazards of chemi- 
cals Dec. 29 before the pharmacy section at the 
annual meeting of the American Association for 
the Advancement of Science at Atlanta, Ga. 
NEOMYCIN MOST SUCCESSFUL IN 
ELIMINATING “BODY ODOR” 

Myciguent and Mycimist, topical preparations 
containing the antibiotic neomycin, were shown 
to be 100 percent effective in eliminating com- 
mon “underarm” odor, according to a clinical 
report in the Journal of the American Medical 
Association. 

Drs. Walter B. Shelley and Milton M. Cahn 
of Philadelphia declare that in twenty cases, 
“the daily application of neomycin cream or 
lotion was completely effective in preventing 
the appearance of any axillary (armpit) odor 
in all of the subjects tested.”’ 

“Only repeated applications of neomycin in 
a concentration of 3.5 mg. of base per gram 
or more will prevent this formation of odor in 
the axilla,’ the physicians stress. The experi- 
ment indicates that axillary odor results from 
the action of bacteria on apocrine sweat. With- 
out medication the odor appeared in all men 
tested within 18 hours after simple washing. 





WOMAN’S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


ORLEANS PARISH 
The following is a complete list of the officers 
and committee chairmen for the Woman’s Auxili- 
ary to the Orleans Parish Medical Society for 
the year 1956-1957: 
Officers: 
President, Mrs. Abe Golden 
President-elect, Mrs. Eugene Countiss, 
Ist Vice-President, Mrs. William Rein 
2nd Vice-President, Mrs. Branch Aymond 
3rd Vice-President, Mrs. Edwin S. Kagy 
4th Vice-President, Mrs. Albert F. Habeeb 
Recording Secretary, Mrs. O’Neil Pollingue 
Treasurer, Mrs. Philip P. LaBruyere 
Corresponding Secretary, Mrs. Mannie Mallowitz 
Parliamentarian, Mrs. Monte Meyer 
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Twentieth Century Psychiatry; by William A. 
White, M. D., New York, W. W. Norton & Com- 
pany, Inc., 1936 (Reprint 1947) Pp. 159, Price 
$2.50. 

Dr. William A. White was one of the deans and 
pioneers of American psychiatry. This book is 
Thomas William Salmon Memorial 
Lectures and is an effort to elaborate on psychi- 
atry’s contribution to the sociological, 
philosophical, and ethical standards of our present 
culture. While the volume provides 


based on his 
various 


interesting 
reading, it does not provide any additional psychi- 
atrical information or concepts that have not been 
previously covered by many other authors. 

It discusses the early tribulations of psychiatry 
in the latter part of the nineteenth century when 
it was just beginning to develop toward what is 
our present day standards. The author presents 
an eclectic viewpoint of the various contributions 
of the different schools of psychiatry. His cardinal 
“crusade” is to emphasize psychiatry’s contribu- 
tion in the psychology of interhuman relationships. 

In closing Dr. White lists the 
to which he looks for progress as a 
psychiatric developments. 

1. In general medicine—the wider and more 
informed recognition that the relationship between 
patient and physician constitutes the most impor- 
tant tool of therapy. 

2. In general science—the recognition that in- 
vestigations of the neurological and psychological 
foundations of 


directions 
result of 


three 


such concepts as space and time 
constitute an all-important avenue of approach to 
the elucidation of their deeper meanings and sig- 
nificances. 

3. In the field of sociology—the study of the 
phenomena of and the factors that lie behind war 
and peace. 

GENE L. Uspin, M. D. 


Manual of Clinical Mycology; by N. F. Conant, 


and others, 2d ed., Philadelphia, Pa., W. B. 

Saunders Co., 1954, Pp. 456, Price $6.50. 

The edition of this valuable work in 
medical mycology follows closely the plan of the 
Ist edition. Notable new features include con- 
siderable additional material on the epidemiology, 
immunology, and serology of the systemic mycoses 
with particular 
blastomycosis. 


second 


reference to histoplasmosis and 
In the section on chromoblastomy- 
information is introduced on the 
etiology of this infection and on the mycology of 
the pathogenic species of the Hormodendrum 
group. A number of species of the dermatophytes 
have been reduced to synonymy, thus further 
simplifying the problem of identification within 
this group. New therapeutic measures as well as 
new methods of staining fungi in tissues are also 
discussed. 


cosis additional 


JOHN D. SCHNEIDAU, JR., M.S. 


Counseling in Medical Genetics; by Sheldon C. 
Reed, Philadelphia, Pa., W. B. Saunders Com- 
pany, 1955, pp. 268, Price $4.00. 

This volume, the first to appear in the new field 
of Counseling in Medical Genetics, is based on the 
author’s experience in the Heredity Clinic at the 
University of Minnesota. This clinic is said to 
have handled more requests for help on genetic 
problems than any other on this continent. Writ- 
ten for the physician, the author does not assume 
for the reader, specialized training in genetics. 
Only those genetic conditions which occur with an 
incidence of more than 1 in 1000 are considered, 
but a list of more rare genetic diseases as com- 
piled by Fraser, in 1954, is included as an appen- 
dix. Illustrative examples of actual genetic prob- 
lems and their care, are given at the end of each 
chapter. This book should be in the hands of 
every physician. 

H. WARNER KLOEPFER, Ph. D. 


Differential Diagnosis of Leukoplakia, Leukokera- 
tosis, and Cancer in the Mouth; by Ashton L. 
Welsh, M.D., Springfield, Illinois, Charles C 
Thomas, pages 62, Price $2.50. 

This brief publication describes in a lucid man- 
ner the clinical and pathological changes associ- 
ated with leukoplakia, leukokeratosis, and cancer 
in the mouth. The author then describes some of 
the more common clinical entities which must be 
included in the differential diagnosis. 

Emphasis is placed upon the early recognition 
of precancerous oral lesions. This book should be 
of help to both the physician and the dentist. 


MARVIN E. CHERNOSKY, M. D. 


PUBLICATIONS RECEIVED 


Doubleday & Co., Inc., Garden City, N. Y.: 
Bellevue is My Home, by Salvatore R. Cutolo, 
M. D., with Arthur and Barbara Gelb; The Men- 
ninger Story by Walker Winslow. 

The C. V. Mosby Co., St. Louis: Campbell’s 
Operative Orthopaedics, Volumes 1 and 2, by 
J. S. Speed, M. D., and Robert A. Knight, M. D., 
(3rd edit.). 

Philosophical Library, N. Y.: A Dictionary of 
Dietetics, by Rhoda Ellis, Ph.D. 

W. B. Saunders Co., Phila.: Textbook of Medi- 
cal Physiology, by Arthur C. Guyton, M.D.; 
The Office Assistant, in Medical or Dental Prac- 
tice, by Portia M. Frederick, and Carol Towner; 
The Management of Menstrual Disorders, by C. 
Frederic Fluhmann, M.D. 

Springer Publishing Co., Inc., N. Y.: Labora- 
tory Tests in Common Use, by Solomon Garb, 
M.D.; Handbook of Physical Therapy, by Rob- 
ert Shestack, Ph.G.R.P., P.T.R. 





